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Section 1: Who'’s Who in the Medicaid Program

What Is Medicaid?

Title XIX of the Social Security Act (Medicaid) is a medical assistance program administered in
North Carolina by the Division of Medical Assistance (DMA) for certain low-income individuals
and families. DMA contracts with Electronic Data Services (EDS) to process Medicaid claims for
payment and to perform administrative tasks.

Eligible recipients receive medical care from providers enrolled in the program, who then bill
Medicaid for services. Updated coverage information and changes are issued in monthly
Medicaid bulletins and through provider visits and seminars. Medical coverage information and
Medicaid bulletins are available on DMA’s Web site at http://www.ncdhhs.gov/dma/prov.htm.

Centers for Medicare and Medicaid Services

The Centers for Medicare and Medicaid Services (CMS) is the federal agency that regulates and
oversees all state Medicaid programs. In addition, CMS is responsible for enforcing the
transactions and code-set standards that are part of the administrative simplification provisions of
the Health Insurance Portability and Accountability Act of 1996 (HIPAA).

Department of Health and Human Services
The N.C. Department of Health and Human Services (DHHS) oversees the administration of
numerous health care programs in the State of North Carolina, including Medicaid.

Division of Medical Assistance
The N.C. Division of Medical Assistance (DMA) is the state agency that administers the N.C.
Medicaid program by

o Interpreting federal laws and regulations as they relate to the Medicaid program

e Establishing clinical policy

o Establishing all fees and rates

e Establishing provider enrollment requirements
Maintaining provider files
Maintaining third-party insurance files
Maintaining the Eligibility Information System
Enrolling all qualified N.C. Medicaid providers
Administering Medicaid managed care programs
Publishing clinical policy
Publishing Medicaid bulletins

Department of Social Services
Each county department of social services (DSS) is responsible for

e Determining recipient eligibility for Medicaid
e Enrolling recipients in managed care programs
e Maintaining all recipient eligibility files

1-1
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e Providing adult care home (ACH) enhanced care prior approval and case management
services

Electronic Data Systems
Electronic Data Systems (EDS) is the fiscal agent contracted by DMA to

e Process claims for enrolled Medicaid providers according to DMA'’s policies and
guidelines

Establish and maintain a presence with the Medicaid provider community through
0 Provider seminars
o0 On-site visits to providers for assistance with billing issues

Division of Medical Assistance: Organization Roles
DMA is the state agency responsible for the administration of the N.C. Medicaid program. DMA
is organized into seven administrative sections with responsibilities as outlined below.

Recipient and Provider Services

The Recipient and Provider Services section is responsible for establishing recipient eligibility
policy and maintaining the Eligibility Information System (EIS). This section is also responsible
for provider enrollment, claims analysis, time limit overrides, and provider education. This unit
works closely with EDS provider services and monitors activities such as seminar planning,
provider visits, and Medicaid bulletins. DMA field staff provide management consultation and
technical assistance to county DSS staff and are responsible for training DSS staff on eligibility
and EIS issues.

Clinical Policy and Programs

The Clinical Policy and Programs section is responsible for the overall administration of
programs and clinical services covered by the N.C. Medicaid program. The Clinical Policy and
Programs section establishes policies and procedures for the provision of all Medicaid-covered
services and provides prior approvals for some Medicaid programs.

Clinical Policy Development and Technical Support
The Clinical Policy Development and Technical Support unit is responsible for
o Facilitating rule-making activities and Medicaid State Plan amendments

e Ensuring that clinical coverage policies are developed in compliance with GS 108A-54.2,
including
0 Obtaining the advice of the N.C. Physician Advisory Group
o0 Following a prescribed process for seeking provider and public comment on
proposed policies
Reviewing and updating clinical coverage policies based on changes in medical and
dental practice and literature

Evaluating policies for efficacy, fiscal impact, utilization, and population analyses
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e Monitoring, analyzing, and evaluating Early and Periodic Screening, Diagnosis, and
Treatment (EPSDT) policy and the day-to-day operations associated with the EPSDT
program, including claims adjudications and stakeholder education

Monitoring, analyzing, and evaluating due process policy and the day-to-day operations
associated with the due process program, including stakeholder education

Practitioner and Clinical Services

The Practitioner and Clinical Services Unit is specifically responsible for the service areas that
include, but may not be limited to, physicians, chiropractors, nurse practitioners, nurse midwives,
podiatrists, ambulatory surgery centers, rural health centers, federally qualified health centers,
health departments, certified registered nurse anesthetists, anesthesia services, laboratory and
radiology services, Family Planning Waiver, ambulance, outpatient hospital services, end-stage
renal disease services, hysterectomies, sterilizations, abortions, obstetrical services, child services
coordination, maternity care coordination, childbirth education, and health and behavior
intervention.

Pharmacy and Ancillary Unit
The Pharmacy and Ancillary unit is responsible for the following:
e Ensuring compliance with the Pharmacy Outpatient Program by developing clinical

coverage policies according to national or evidence-based standards
Ensuring compliance with the durable medical equipment and Orthotics and Prosthetics
(O&P) policy, hearing aid services policy, optical services policies, the local education
agency policy, the physician drug program policy, and the outpatient specialized
therapies policy
Routinely reviewing and updating clinical coverage policies based on changes in clinical
practice and literature

e Evaluating policies for efficacy, fiscal impact, utilization, and population analyses

Managed Care

The Managed Care section is responsible for the administration of the Community Care of North
Carolina (CCNC) program [Carolina ACCESS (CA) and ACCESS II/111]. Refer to Managed
Care Provider Information (Section 4) for additional information on managed care providers.

This activity includes
o Developing and implementing managed care policy
e Recruiting and educating providers to participate as primary care providers (PCPs)
o Furnishing technical assistance to providers
Assisting the medical community to understand managed care programs

Developing ACCESS II/111 in conjunction with the Office of Rural Health and
Community Care

Monitoring contractual compliance
Staffing the Customer Service Unit
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Quality Management

Quality Management is responsible for ensuring that the care provided within each of the
Medicaid managed care programs is of acceptable quality, accessibility, continuity, and efficiency.
Activities include utilization monitoring, assessment of patient satisfaction, complaint monitoring,
focused care studies, physician collaboration, report development, and quality improvement
projects.

Piedmont Cardinal Health Plan

If the recipient is enrolled in the Piedmont Cardinal Health Plan, the letters “PCHP” are printed
on the card. If the recipient is enrolled in the Innovations plan, both “PCHP” and “CM” or simply
“CM?” is printed on the card. All behavioral health services for recipients participating in PCHP or
CM or both must be approved by PCHP in order for the provider to be reimbursed.

Finance Management
This section comprises Rate Setting, Hospital Reimbursement, and Audit organizations.
Activities and responsibilities are as follows.

Rate Setting

The Rate Setting unit is responsible for establishing and maintaining reimbursement policy and
payment rates for all Medicaid providers and payment programs (with the exception of hospital
providers) and calculating the fiscal impact of proposed and approved rate changes.

Hospital Reimbursement

The Hospital Reimbursement unit is responsible for establishing and maintaining reimbursement
policy and inpatient/outpatient payment rates to hospital providers, as well as for administering
the Disproportionate Share Hospital (DSH) payment program.

Audit

The Audit unit is responsible for settling costs and auditing cost reports from various provider
types and organizations, including long-term care, hospital, federally qualified health clinics,
rural health centers, and local health departments.

Budget Management

The objectives of the Budget Management section are to accurately project category-of-service
expenditures by category of eligibility, changes in eligibility, and the rate of consumption of units
of services. Because the DMA budget is the largest budget in DHHS, it has high visibility in the
Department as well as throughout the whole state. A 1% error in projections regarding the total
budgeted requirements could create an impact of up to $103 million. This section responds to and
prepares all fiscal analyses requested by the General Assembly when considering reduction or
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expansion options for the biennial budget. This section has responsibility for documenting the
Medicaid forecasting model, performing trend analysis on key factors driving the Medicaid
budget, researching and developing data to support decision-making on budget assumptions, and
producing multi-year forecasts.

Much of the business of the Medicaid and N.C. Health Choice for Children programs is
conducted through contractual agreements, including multiple contracts with the same provider.
Total contract expenditures are expected to reach $60 million this year. Budget Management is
responsible for ensuring that adequate and reasonable payments are made to medical providers on
behalf of the Medicaid-eligible clients. This section forecasts the budgetary requirements of the
program to ensure that federal, state, and county funds are available to support program
payments; maximizes the use of revenues; and approves all financial policies. All contracts and
agreements with outside vendors are developed, approved, maintained, and monitored by this
section.

The Budget Management section works closely with the fiscal intermediary to resolve provider
and payment issues. This section creates the annual checkwrite schedule in conjunction with the
DHHS Controller’s Office and the fiscal agent. They also correspondend with providers who
have questions about or issues with payments.

This section ensures that all general accounting functions are maintained. Besides vendor
payments for general operating expenses, this includes accurate financial analyses and reporting
as set by generally accepted accounting principles, the State Auditor, and comprehensive annual
financial reporting guidelines established by the State of North Carolina.

Program Integrity
Program Integrity (PI) ensures that

e Medicaid dollars are paid correctly by identifying overpayments to providers and
recipients occurring due to error, abuse, or fraud.

Overpayments are recovered and the proper agencies are informed of any potentially
fraudulent actions.

Recipients’ rights are protected and recipients receive quality care.

Problems are communicated to appropriate staff, providers, or recipients; corrected
through education and changes to the policy, procedure, or process; and monitored for
corrective action.

Pl achieves this by

e Conducting post-payment reviews of
0 Provider billing practices
o0 Claims paid by the fiscal agent
0 Recipient eligibility determinations and targeted reviews

Identifying overpayments for recoupment

Identifying medical, administrative, and reimbursement policies or procedures that need
to be changed

Educating providers on their errors
Assessing the quality of care for Medicaid recipients
Ensuring that Medicaid pays only for medically necessary services
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o Identifying and referring suspected Medicaid fraud cases to the Attorney General’s office,
Medicaid Investigation Unit, other state agencies, professional boards (e.g., boards of
pharmacy, dentistry, etc.) or federal agencies for investigations

Information Services

The Information Services section is responsible for the automation resources/functionality of
DMA, which is maintained either in-house or by contract. This unit is divided into the Contract
Monitoring unit, the Medicaid Management Information Services (MMIS) unit, the Information
Center unit, and the Decision Support unit.




Section 2: Recipient Eligibility

Eligibility Determination

For most recipients, Medicaid eligibility is determined by the local DSS in the county in which
the individual resides. Applicants may enroll in person or by mail. Applicants for Medicaid are
evaluated on income level, available financial resources, and criteria related to categorical
standards such as age and disability. Families receiving Work First Family Assistance and
individuals receiving Special Assistance benefits also receive Medicaid.

If a household’s income exceeds the allowable level, the applicant may be eligible for Medicaid
after sufficient medical expenses are incurred to meet a deductible. The deductible is calculated
using a formula set by law.

Aged, blind, and disabled individuals (including children) who receive Supplemental Security
Income (SSI) are automatically entitled to N.C. Medicaid benefits and are not required to make a
separate Medicaid application at the county DSS office. SSI eligibility is determined by the
Social Security Administration. If an SSI recipient needs Medicaid coverage prior to the effective
date of the SSI coverage, the recipient may apply for this coverage at the county DSS office. The
recipient must apply for retroactive SSI Medicaid within 60 days (90 days with good cause) of the
date of the SSI Medicaid approval or denial notice in order to protect the SSI retroactive period.

Eligibility Categories
N.C. Medicaid recipients receive benefits in the following assistance categories:
o Medicaid—Work First Family Assistance (AAF)
e Medicaid—Aid to the Aged (MAA)
e Medicaid—Aid to the Blind (MAB)
e Medicaid—Aid to the Disabled (MAD)
Medicaid—Families and Children (MAF)
Medicaid—Families and Children, Family Planning Waiver (MAF-D)
Medicaid—Families and Children, Breast and Cervical Cancer (MAF-W)
Medicaid—Infants and Children (MIC)
Medicaid—Pregnant Women (MPW)
Medicaid—Special Assistance to the Blind (MSB)
Foster Care; Adoption Subsidy (HSF; 1AS)
Special Assistance—Aid to the Aged (SAA)
Special Assistance—Aid to the Disabled (SAD)
Medicaid—Medicare-Qualified Beneficiaries (MQB)
o Medicaid—Refugees (MRF)
e Medicaid—Refugee Assistance (RRF)

Providers who have general eligibility questions should instruct their patients to contact their
local DSS. For a list of all the local DSS offices, please refer to http://www.ncdhhs.gov/dss/local/.




When Does Eligibility Begin?

An individual is eligible for Medicaid the month in which categorical and other required
conditions of eligibility are met. If all requirements are met during the month of application,
eligibility begins the first day of that month.

If the individual has a deductible or excess resource and all other conditions are met, eligibility
begins on the day of the month on which the deductible is met or the resource is reduced to the
allowable limit. The Medicaid deductible is met when the individual or other budget unit member
incurs eligible medical expenses that the budget unit member is responsible for paying from
personal funds. Eligible medical expenses may be from the prior 24 months, or older if they meet
the requirements. Current medical expenses are also used to meet the deductible. Certain inpatient
hospital stays meet the deductible.

Eligibility for qualified alien residents who have been in the United States for fewer than five
years and non-qualified alien residents is approved for emergency services only and is limited to
only the services required to treat the emergency condition. To be eligible for emergency services,
the individual must still meet all other eligibility requirements such as income, resources, age,
and/or disability criteria, and categorical criteria such as being a caregiver to child under age 19.

Eligibility for most recipients ends on the last day of the month. Exceptions to this are a
presumptively eligible pregnant woman whom the county DSS has determined to be ineligible
and a qualified or non-qualified alien eligible to receive emergency services only.

Retroactive Eligibility

Retroactive coverage may be approved for up to three calendar months prior to the month of the
application if the applicant meets all eligibility conditions in the retroactive period. Medicaid will
pay for covered services received during the retroactive period provided that all other Medicaid
guidelines are met. Providers may choose to accept or decline retroactive eligibility. However, the
provider’s office policy should be consistently enforced. If a provider accepts retroactive
eligibility, upon receipt of Medicaid reimbursement, the provider shall refund to the recipient all
money paid by the recipient for services covered by Medicaid.

Eligibility Reversals

In some cases an application for Medicaid benefits is initially denied and then later approved due
to a reversal of a disability denial, a state appeal, or a court decision. Because some of these
appeals and reversals are not final for many months, the county DSS can request an override of
the claims filing time limit from DMA. Written notice is provided to the recipient and to the
county DSS when the time limit override is approved. Recipients are instructed to immediately
notify the provider of retroactive approval. Failure to do so will result in the recipient’s being
financially liable for the services provided. Refer to Eligibility Denials on page 2-14 for
additional information.

Medicaid Identification Cards

Individuals approved for Medicaid receive a monthly Medicaid identification (MID) card as proof
of their eligibility. (The exceptions are the MQB-B and MQB-E programs, from which recipients
do not receive cards. See p. 2-10 for more information.) The MID card indicates eligibility and
restrictions that apply to the recipient. It also shows information necessary for filing claims,
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including the recipient’s MID number, date of birth, insurance information, Medicaid managed
care information, and recipient eligibility dates for which the card is valid.

A recipient’s eligibility and managed care provider may change from month to month. Therefore,
new MID cards are issued at the beginning of each month. The new card shows valid dates
through the current calendar month. The “From” date may show eligibility for prior months in
addition to the current calendar month.

Providers must request that recipients present their current MID card as proof of eligibility for the
dates of services rendered. Recipients must present a valid MID card at each provider visit.
Failure to provide proof of eligibility may result in the recipient’s being financially liable for the
service provided, as the provider can refuse to accept the recipient as a Medicaid client.

Blue and Pink Medicaid Identification Card Information

Field Description

Insurance Number | A number in this field indicates that the recipient has specific third-party
insurance.

Name Code A 3-digit code identifies the name of the third-party insurance carrier.

Note: The Third-Party Insurance Code Book is available on DMA’s Web
site at http://www.ncdhhs.gov/dma/tpr.html and provides a key to the
insurance codes listed in this field.

Policy Number Third-party insurance carrier’s policy number, if applicable.

Type A 2-digit code indicates the type of coverage provided in this policy. The
coverage codes and types of coverage are listed below:
00—Major Medical Coverage

01—Basic Hospital with Surgical Coverage
02—Basic Hospital Coverage Only

03—Dental Coverage Only

04—Cancer Coverage Only

05—Accident Coverage Only

06—Indemnity Coverage Only

07—Nursing Home Coverage Only

08—Basic Medicare Supplement

10—Major Medical and Dental Coverage

11—Major Medical and Nursing Home Coverage
12—Intensive Care Coverage Only

13—Hospital Outpatient Coverage Only
14—Physician Coverage Only

15—Heart Attack Coverage Only

16—Prescription Drugs Coverage Only

17—Vision Care Coverage Only

Recipient Name The name and address of the head of the household is listed to the right of
and Address the insurance data.

Community Care | If the recipient is enrolled with a CA (CCNC), the words “Carolina
of North Carolina, | ACCESS Enrollee” appear above the recipient’s name and address.
Carolina ACCESS
Enrollees

Date The month and year for which the card was issued are listed here.

Signature The recipient must sign the MID card where indicated.




Blue Medicaid ldentification Card

The card lists the name of the casehead to the left and names of the eligible recipients in the
middle of the card. Each eligible recipient has a specific recipient MID number. A recipient is
eligible for Medicaid only if his or her name and MID number appear in the center of the card.

Carolina ACCESS (CA)/Community Care of North Carolina (CCNC) enrollees are identified by
the phrase “Carolina ACCESS Enrollee” on the MID card. The name of the CA (CCNC) primary
care provider (PCP), the PCP’s address, and the daytime and after-hours telephone numbers for
the practice are also listed on the card. The date listed under the phrase “Carolina ACCESS
Enrollee” indicates that the recipient is enrolled with the PCP listed on the card for that month.
Providers must contact the health plan listed on the recipient’s MID card to obtain referral and
authorization before providing treatment.

Refer to Carolina ACCESS Referrals and Authorizations on page 4-12 for additional
information on managed care referrals.
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Family Planning Waiver Card

Effective October 1, 2005, the Medicaid Family Planning Waiver (also known as the “Be Smart”
program) was implemented. The waiver is designed to reduce unintended pregnancies and
improve the well-being of children and families in North Carolina by extending eligibility for
family planning services to eligible women ages 19 through 55 and men ages 19 through 60
whose income is at or below 185% of the federal poverty level.

The “Be Smart” Family Planning Waiver provides for one family planning annual exam and six
follow-up family planning exams per 365 days. The waiver also provides birth control for eligible
recipients.

Family planning services include

e Annual physical exam (includes one Pap test, STD testing and treatment, HIV testing)
e Follow-up family planning visits

e Pregnancy testing and counseling

e Referrals

e Birth control methods (Medicaid covered and FDA approved)

Birth control methods include

e Birth control pills

e Depo-Provera

e Contraceptive implants
Diaphragm fitting
Emergency contraception
Intrauterine device (1UD)
Natural family planning
NuvaRing

e Ortho Evra

o Male and female sterilizations

The “Be Smart” Family Planning Waiver does not pay for the following services:
e Abortions
e Ambulance
e Dental
Home health
Infertility
Inpatient hospital
Optical
Sick visits
Treatment for cancer




Problems or complications discovered during a family planning visit or caused by a family
planning procedure are not covered by the “Be Smart” Family Planning Waiver. For services not
covered, recipients should call the local DSS for a list of providers who offer affordable or free
care.

For a complete list of services covered through the “Be Smart” Family Planning Waiver program,
visit the program Web site, http://www.ncdhhs.gov/dma/MFPW/MFPW.htm.

There is no co-payment for Family Planning Waiver visits or prescriptions.

A new Medicaid eligibility category, MAF-D, has been created for the waiver. The eligible
recipient will be identified by a blue Medicaid card bearing the statement, “Family Planning
Waiver: Recipient Eligible For Limited Family Planning Services Only.” The pharmacy stub
has the phrase, “Family Planning Limited.”

Only one name will be listed on the Medicaid card. Recipients are not required to enroll in
Carolina ACCESS.
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Piedmont Cardinal Health Plan Card

Effective April 1, 2005, Piedmont Behavioral Healthcare began operating under a managed care
waiver that applies to Medicaid recipients whose county of residence is Rowan, Stanly, Union,
Davidson, or Cabarrus. The new managed care plan is known as Piedmont Cardinal Health Plan
(PCHP). All Medicaid mental health, developmental disabilities, and substance abuse
(MH/DD/SA) services for individuals receiving Medicaid from one of the five counties listed
above are provided through PCHP. This includes services in the Innovations waiver, which
replaces CAP/MR-DD in the five-county Piedmont area.

DMA pays PCHP a flat, per-member-per-month payment and PCHP in turn arranges and pays for
MH/DD/SA services for recipients in the catchment area. DMA does not authorize, prior approve,
or reimburse individual providers for these services.

All Medicaid recipients in the catchment area are covered by PCHP with the exception of the
following groups:

o Medicare Qualified Beneficiaries

e  Children under 3 years old, unless they are part of Innovations
¢ North Carolina Health Choice recipients

e  MAF-D recipients

If the recipient is enrolled in the PCHP, the letters “PCHP” are printed on the card. If the recipient
is enrolled in the Innovations plan, both “PCHP” and “CM?” or simply “CM” is printed on the
card. All behavioral health services for recipients participating in PCHP or CM or both must be
approved by PCHP in order for the provider to be reimbursed.

Providers who are interested in applying to participate in the PCHP network should call Piedmont
Provider Relations at 1-800-958-5596.
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Pink Medicaid Identification Card

The pink MID card indicates that the recipient is eligible for pregnancy-related services only.
Only the name of the eligible pregnant woman is listed on the card. No other recipients are listed
on the card. A message is printed on the card stating that eligibility is limited to services relating
to pregnancy and conditions that may complicate the pregnancy. If a second message appears on
the MID card stating the recipient is presumptively eligible only, coverage is limited to
ambulatory care.

CA (CCNC) enrollees are identified by the phrase “Carolina ACCESS Enrollee” on the MID card.
The name of the CA (CCNC) PCP, the PCP’s address, and the daytime and after-hours telephone
numbers for the practice are also listed on the card. The date listed under the phrase “Carolina
ACCESS Enrollee” indicates that the recipient is enrolled with the PCP listed on the card for that
month. Providers must contact the PCP listed on the recipient’s MID card to obtain referral and
authorization before providing treatment.

Refer to Carolina ACCESS Referrals and Authorizations on page 4-12 for additional
information on managed care referrals.

If the recipient is enrolled in the PCHP, the letters “PCHP” are printed on the card. If the recipient
is enrolled in the Innovations plan, both “PCHP” and “CM” or simply “CM?” is printed on the
card. All behavioral health services for recipients participating in PCHP or CM or both must be
approved by PCHP in order for the provider to be reimbursed.
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Buff MEDICARE-AID ID Card

The buff-colored MEDICARE-AID ID card, referred to as the Medicare Qualified Beneficiary
(MQB-Q) card, indicates that the recipient is eligible for the MEDICARE-AID Program. If both
Medicare and Medicaid allow the service, Medicaid will pay the lesser of 1) the Medicare cost-
sharing amount or 2) the Medicaid maximum allowable for the service less the Medicare payment.
Recipients with a buff MEDICARE-AID ID card are not eligible to enroll in CCNC/CA.

Buff MEDICARE-AID ID Card Information

Field

Description

Program

The 3-character code indicates the recipient’s coverage category.

Issuance

The 5-digit Julian date and letter (R or S) shows the date the card was
prepared and mailed.

Valid From—Thru

The From and Thru dates indicate the eligibility period. The From date may
show eligibility for prior months in addition to the current calendar month.
The Thru date is the last day of the eligibility in the current month.

Recipient ID

This refers to the unique MID number assigned to the recipient. The MID
number is a 9-digit number followed by an alpha character.

Insurance Name
Code

A 3-digit code identifies the name of the third-party insurance carrier.
Note: The Third-Party Insurance Code book is available on DMA’s Web
site at http://www.ncdhhs.gov/dma/tpr.html and provides a key to the
insurance codes listed in this field.

Birth Date

The recipient’s date of birth is listed by month, day, and year.

Sex

The recipient’s sex is listed in this field.

County Number

A 2-digit code indicates the county that issued the card.

Case ldentification
Number

An 8-digit number is assigned to the head of household. (Refer to this
number when requesting assistance from the recipient’s county DSS office.)

County District
Number

A 3-digit number indicates the district. This information is used only by the
county.

Recipient Name
and Address

The name and address of the recipient is listed in this area.

Signature

The recipient must sign the MID card where indicated.
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There are two other MQB classes that do not receive a Medicaid card, MQB-B and MQB-E. The
benefits for the recipient are the payment of the Part B Medicare premium and automatic
eligibility for the Low Income subsidy payment for the Part D prescription drug plan.




County-Issued Medicaid Identification Cards

The county DSS office has the authority to issue MID cards to recipients in an emergency (when
the original card is incorrect or has been lost or destroyed), for newly approved applicants, or for
retroactive eligibility dates. County-issued MID cards are identified by the word
“EMERGENCY” stamped on the top margin of the MID card.

Verifying Eligibility

A recipient’s eligibility status may change from month to month if financial and household
circumstances change. For this reason, providers may request that Medicaid recipients provide
proof of eligibility each time a service is rendered. A MID card with valid From and Thru dates
covering the date(s) of service is proof of eligibility.

If a recipient no longer meets eligibility requirements, a written notice is mailed to the recipient at
least 10 working days before the eligibility period ends. Should a recipient state that the MID
card has not been received by mail, the provider should ask if a notice regarding a change in his
eligibility status has been received. If the recipient has received a status change notice, the
provider should inquire as to the nature of the change.

Recipients requesting services without proof of insurance or Medicaid coverage can be asked to
pay for the services received. However, since individuals and families who are Medicaid-eligible
have incomes ranging from as low as 30% of the federal poverty level up to 225% of the federal
poverty level, most do not have the financial means to pay for care. Therefore, DMA provides
additional methods for recipient eligibility verification.

Verification Methods

Although the recipient’s MID card is the most expedient method for eligibility verification,
eligibility can also be verified using the following methods:

Automated Voice Response System—Medicaid eligibility can be verified using the Automated
Voice Response (AVR) system. Eligibility verification is available for services provided on the
date of the inquiry as well as for services provided within the past 12 months. Refer to Appendix
A for information on using the AVR system.

Electronic Data Interchange—Interactive eligibility verification programs are available from
approved electronic data interchange (EDI) vendors. These vendors interface directly with the
Medicaid recipient database maintained by EDS. Refer to Interactive Recipient Eligibility
Verification on page 10-3 for additional information.

DMA Claims Analysis—To verify eligibility for dates of service over 12 months old, contact
DMA Claims Analysis at 919-855-4045.

Transfer of Assets

Medicaid reimbursement for certain services provided in the recipient’s home may be affected by
a transfer of assets policy similar to the one that is currently in place for Medicaid recipients
receiving care through nursing facilities and intermediate care facilities for the mentally retarded
(ICF-MR), as well as for those recipients participating in the Community Alternatives Programs
(CAP).




Services Included in the Policy

The Medicaid services affected by the policy are
o Durable medical equipment (DME), including the supplies provided by DME providers

e Supplies that are on the home health fee schedule and provided by private duty nursing
(PDN) providers to PDN patients (the nursing care is not included in this policy)

Home health services, including the supplies provided by home health agencies
Home infusion therapy
Personal care services in private residences (PCS and PCS-Plus)

Medicaid Recipients Subject to the Policy

The transfer of assets policy applies to individuals in the following Medicaid eligibility
categories:

o Medicaid—Aid to the Aged (MAA)

o Medicaid—Aid to the Disabled (MAD)

e Medicaid—Aid to the Blind (MAB)

o Medicare Qualified Beneficiary (MQB-Q)

Adult care home providers should note that this policy does not apply to their residents receiving
state or county Special Assistance. It does apply to a private pay adult care home resident if the
individual is in one of the four eligibility categories (MAA, MAD, MAB, or MQB-Q).

Transfer of Assets Determination

When made aware that a recipient is seeking one of the specified home care services, the county
DSS will make a transfer of assets determination. The resulting determination applies to any of
the specified services; a separate determination for each service is not required. The
determination may result in a sanction period if the recipient has transferred assets within the time
frame specified by Medicaid eligibility guidelines. Refer to the Adult Medicaid Manual, Section
MA-2240, Transfer of Resources, on the DMA Web site under County Links. The recipient is not
eligible for Medicaid reimbursement of specified home care services during a sanction penalty
period.

Provider Access to Transfer of Assets Information

Providers may access the AVR system to get a recipient’s transfer of assets status as of a
specified date. Refer to Section 2, Verifying Eligibility, in this billing guide. Providers will
receive one of the following AVR system responses:

e The recipient has not been assessed. The provider should ask the recipient to contact the
county DSS to begin a transfer of assets assessment.




e The recipient is in a penalty period for the given date of service and claims for the
specified services will be denied.

e The recipient is not in a penalty period for the given date of service.

The AVR system provides information that is in the claims processing system at the time of the
inquiry. Because a penalty period can be applied retroactively, transfer of assets information for a
given date may change after the provider obtains the information.

Eligibility Denials
If claims are denied for eligibility reasons, the following steps should help resolve the denial and
obtain reimbursement for covered dates of service for eligible recipients.

Step 1—Check for Errors on the Claim
Compare the recipient’s MID card to the information entered on the claim.

If the information on the claim and the MID card do not match, correct the claim and resubmit on
paper or electronically as a new day claim.

o If the claim is over the 365-day claim filing time limit, request a time limit override by
submitting the claim and a completed Medicaid Resolution Inquiry form (Appendix G-
29 or www.ncdhhs.gov/dma/forms/mri.pdf). Include a copy of the remittance advice
(RA) or other documentation of timely filing.

If the claim was originally received and processed within the 365-day claim filing time
limit, resubmit the claim on paper or electronically as a new day claim, ensuring that the
recipient’s MID number, provider number, “from” date of service, and total billed match
the original claim exactly.

Step 2—Check for Data Entry Errors

Compare the RA to the information entered on the claim.

If the RA indicates that the recipient’s name, MID number, or date of service has been keyed
incorrectly, correct the claim and resubmit on paper or electronically as a new day claim.

o If the claim is over the 365-day claim filing time limit, follow the instructions in Step 1
for requesting a time limit override.

If the claim was originally received and processed within the 365-day claim filing time
limit, follow the instructions in Step 1 for resubmitting the claim.

Step 3—When All Information Matches

Verify that the recipient’s eligibility information has been updated in the state eligibility file by
calling the AVR system.




If the AVR system indicates that the recipient is ineligible, submit a Medicaid Resolution Inquiry
form to DMA Claims Analysis. Include a copy of the recipient’s MID card, the claim, and the RA.
Mail to

DMA
Claims Analysis
2501 Mail Service Center
Raleigh NC 27699-2501

The Claims Analysis unit will review and update the information in EIS and resubmit the claim.

Do not mail eligibility denials to EDS, as this will delay the processing of your claim.

Refer to Section 8, Resolving Denied Claims, for additional information. Refer to Appendix A
for information on using the AVR system.




Explanation of Benefits (EOBs) for Eligibility Denials

Article I.
EOB

Message

Explanation

10

Diagnosis or service invalid
for recipient’s age.

Verify the recipient’s MID number, the date of
birth, diagnosis, and procedure codes. Make
corrections, if necessary, and resubmit to EDS as
a new claim. If all information is correct, send the
claim and RA to DMA Claims Analysis.*

Recipient not eligible on
service date.

Follow the instructions outlined in Steps 1, 2, and
3 above.

Diagnosis or service invalid
for recipient sex.

Verify the recipient’s MID number, the date of
birth, diagnosis, and procedure codes. Make
corrections, if necessary, and resubmit to EDS as
a new claim. If all information is correct, send the
claim and RA to DMA Claims Analysis.*

Recipient is partially
ineligible for service dates.
Resubmit a new claim
billing for only eligible
dates of service.

Verify eligibility and coverage dates using the
AVR system. Resubmit the claim for eligible
dates of service only.

Patient deceased per state
eligibility file.

Verify the recipient’s MID number and the date of
service. Make corrections, if necessary, and
resubmit to EDS as a new claim. If all information
is correct, send the claim and RA to DMA Claims
Analysis.*

Recipient MID number
missing. Enter MID and
submit as a new claim.

Verify the recipient’s MID number and enter it in
the correct block or form locator. Resubmit to
EDS as a new claim.

Services limited to
presumptive eligibility.

Verify from the recipient’s MID card that on the
date of service the recipient was eligible for all
prenatal services, delivery, and postpartum care as
well as for services required for conditions that
may complicate the pregnancy on the date of
service. If a second “presumptive eligibility”
message does not appear on the MID card, send
the claim and a copy of the RA to DMA Claims
Analysis.*

MID number not on state
eligibility file.

Follow instructions in Steps 1 and 2 above. Make
corrections, if necessary, and resubmit to EDS as
a new claim. If the MID card is not available,
obtain the recipient’s correct MID number
through the AVR system by using the Social
Security Number (SSN) and date of birth. If
recipient’s SSN is unknown, call DMA Claims
Analysis* to obtain the correct MID number.

EOB table continues on next page




Article I.
EOB

Message

Explanation

191

MID number does not
match patient name.

Verify the recipient’s name and MID number with
the MID card. If all information is correct, the
denial may have occurred because the recipient’s
name has been changed on Medicaid’s records
since the card was issued. Call EDS Provider
Services to verify the patient’s name. Correct and
resubmit to EDS as a new claim.

Quialified Medicare
Beneficiary—MQB
recipient

If services billed are covered by Medicare, file
charges to Medicare first.

For dates of service prior to October 1, 2002,
attach the Medicare voucher to the Medicaid
claim.

For dates of service between October 1, 2002 and
September 5, 2004, enter the Medicare payment
on the Medicaid claim. If services are not covered
by Medicare, verify eligibility benefits using the
AVR system to see if the recipient’s eligibility has
been changed to full benefits. If so, resubmit the
claim to EDS. If the recipient’s status is still
MQB, no payment can be made by Medicaid for
services not paid by Medicare.

For dates of service on or after September 6,
2004, attach the Medicare voucher to the
Medicaid claim. Professional charges will be
reimbursed a specific percentage of the co-
insurance and deductible in accordance with the
Part B reimbursement schedule.

*Refer to Appendix C for appropriate phone humbers.




24-Visit Limitation

North Carolina law allows Medicaid recipients up to 24 ambulatory medical visits per fiscal year
(July 1-June 30). These visits include visits to any one or a combination of the following:
physicians’ offices, outpatient clinics, optometrists, chiropractors, and podiatrists. The services
listed below do not count toward the 24-visit limit.

1. Services provided to recipients under 21 years of age

Health Check examinations provided to recipients under 21 years of age
Home health services

Inpatient hospital services (inpatient physician services are not exempt from the 24 visits)
Emergency department services

Services provided to residents of nursing facilities or ICF-MRs

Prenatal and pregnancy-related services

Dental services

Mental health services subject to prior approval

10 Services for recipients enrolled in a CAP

11. Services covered by both Medicare and Medicaid

<] 10 Bl 122 I B s I

How to Request an Exemption

An exemption to the 24 ambulatory medical visit limitation must be requested by the provider
who is most knowledgeable about the recipient’s condition. An exemption may be approved
when a recipient has any life-threatening illness or is in the terminal stage of any illness (as
supported by the physician’s documentation). Examples of life-threatening illnesses may include,
but are not limited to, the following:

1. End-stage lung disease
End-stage renal disease
Chemotherapy and/or radiation therapy for malignancy
Acute sickle cell disease

Unstable disease (does not apply to diabetic recipients whose condition is controlled by
oral medications, diet, or insulin)

6. Hemophilia or other blood clotting disorders

If the provider believes that the recipient meets the requirements for an exemption from the 24
ambulatory medical visit limit and has received a denial for visits billed, the provider may request
an exemption. To request an exemption, the provider must submit the request in letter form,
stating the recipient’s name, MID number, and primary diagnosis. The Certificate of Medical
Necessity form(s) with the appropriate ICD-9 codes and code V82.9 in block 21, along with
medical documentation supporting the exemption, must also be included with the request. A
prescription written by the physician is unacceptable documentation and will not be accepted. The
letter and denied claim must be sent to

EDS—Medical Director
P.O. Box 300001
Raleigh NC 27622




The medical director reviews each request and responds in writing for denials of the requests for
the exemption from the 24 ambulatory medical visit limitation.

Co-payments
The following co-payments apply to all Medicaid recipients except those specifically exempted
by law from co-payment.

Service Co-payment

Chiropractic $2.00 per visit

Dental $3.00 per visit

Prescription drugs and insulin—generic or $3.00 per prescription (with the exception of
brand name recipients enrolled in Medicare Part D)
Ophthalmologist $3.00 per visit

Optical supplies and services $2.00 per visit

Optometrist $3.00 per visit

Outpatient $3.00 per visit

Physician $3.00 per visit

Podiatrist $3.00 per visit

Providers may bill the patient for the applicable co-payment amount, but may not refuse services
for inability to pay co-payment. DO NOT ENTER CO-PAYMENT AS A PRIOR PAYMENT
ON THE CLAIM FORM. The co-payment is deducted automatically when the claim is
processed.

Co-payment Exemptions
Providers may not charge co-payments for the following services:
o Ambulance services
e Dental services provided in a health department
e Diagnostic X-ray
DME
Family planning services
Federally Qualified Health Center (FQHC) core services
Health Check (EPSDT)-related services
Hearing aid services
HIV case management
Home health services
Home infusion therapy
Hospice services

Hospital emergency department services, including physician services delivered in the
emergency department

Hospital inpatient services (inpatient physician services are not exempt)
Laboratory services performed in the hospital
Mental health clinic services




Non-hospital dialysis facility services

PCS or PCS-Plus

PDN services

Rural Health Clinic (RHC) core services

Services covered by both Medicare and Medicaid

Services in state-owned psychiatric hospitals

Services provided to CAP participants

Services provided to residents of nursing facilities, ICF-MRs, and psychiatric hospitals
Services related to pregnhancy

Services to individuals under the age of 21

EPSDT Policy Instructions Update

Background

Federal Medicaid law at 42 U.S.C.8 1396d(r) [1905(r) of the Social Security Act] requires state
Medicaid programs to provide early and periodic screening, diagnosis, and treatment (EPSDT)
for recipients under 21 years of age. Within the scope of EPSDT benefits under the federal
Medicaid law, states are required to cover any service that is medically necessary “to correct or
ameliorate a defect, physical or mental illness, or a condition identified by screening,” whether or
not the service is covered under the North Carolina State Medicaid Plan. The services covered
under EPSDT are limited to those within the scope of the category of services listed in the federal
law at 42 U.S.C. § 1396d(a) [1905(a) of the Social Security Act]. The listing of EPSDT/Medicaid
services is appended to this instruction.

EPSDT services include any medical or remedial care that is medically necessary to correct or
ameliorate a defect, physical or mental illness, or condition [health problem]. This means that
EPSDT covers most of the treatments a recipient under 21 years of age needs to stay as healthy as
possible, and North Carolina Medicaid must provide for arranging for (directly or through referral
to appropriate agencies, organizations, or individuals) corrective treatment the need for which is
disclosed by such child health screening services. “Ameliorate” means to improve or maintain
the recipient’s health in the best condition possible, compensate for a health problem, prevent it
from worsening, or prevent the development of additional health problems. Even if the service
will not cure the recipient’s condition, it must be covered if the service is medically necessary to
improve or maintain the recipient’s overall health.

EPSDT makes short-term and long-term services available to recipients under 21 years of age
without many of the restrictions Medicaid imposes for services under a waiver OR for adults
(recipients over 21 years of age). For example, a service must be covered under EPSDT if it is
necessary for immediate relief (e.g., pain medication). It is also important to note that treatment
need not ameliorate the recipient’s condition taken as a whole, but need only be medically
necessary to ameliorate one of the recipient’s conditions. The services must be prescribed by the
recipient’s physician, therapist, or other licensed practitioner and often must be approved in
advance by Medicaid. See the Basic Medicaid Billing Guide, Sections 2 and 6, on DMA’s Web
site for further information about EPSDT and prior approval requirements.




EPSDT Features

Under EPSDT, there is:

1.

No Waiting List for EPSDT Services

EPSDT does not mean or assure that physicians and other licensed practitioners or
hospitals/clinics chosen by the recipient and/or his/her legal representative will not have
waiting lists to schedule appointments or medical procedures. However, Medicaid cannot
impose any waiting list and must provide coverage for corrective treatment for recipients
under 21 years of age.

No Monetary Cap on the Total Cost of EPSDT Services*

A child under 21 years of age financially eligible for Medicaid is entitled to receive
EPSDT services without any monetary cap provided the service meets all EPSDT criteria
specified in this policy instruction. If enrolled in a Community Alternatives Program
(CAP), the recipient under 21 years of age may receive BOTH waiver and EPSDT
services. However, it is important to remember that the conditions set forth in the waiver
concerning the recipient’s budget and continued participation in the waiver apply. That is,
the cost of the recipient’s care must not exceed the waiver cost limits specified in the
CAP waivers for Children (CAP/C) or Disabled Adults (CAP/DA). Should a recipient
enrolled in the CAP waiver for Persons with Mental Retardation and Developmental
Disabilities (CAP-MRDD) need to exceed the waiver cost limit, prior approval must be
obtained from ValueOptions.

*EPSDT services are defined as Medicaid services within the scope of the category

of services listed in the federal law at 42 U.S.C. 8 1396d(a) [1905(a) of the Social
Security Act]. See attached listing.

No Upper Limit on the Number of Hours or Units under EPSDT
For clinical coverage policy limits to be exceeded, the provider’s documentation must

address why it is medically necessary to exceed the limits in order to correct or
ameliorate a defect, physical or mental illness, or condition [health problem].

No Limit on the Number of EPSDT Visits to a Physician, Therapist, Dentist, or
Other Licensed Clinician

To exceed such limits, the provider’s documentation must address why it is medically
necessary to exceed the limits in order to correct or ameliorate a defect, physical or
mental illness, or condition [health problem].

No Set List that Specifies When or What EPSDT Services or Equipment May Be
Covered

Only those services within the scope of those listed in the federal law at 42 U.S.C. §
1396d(a) [1905(a) of the Social Security Act] can be covered under EPSDT. See attached
listing. However, specific limitations in service definitions, clinical policies, or DMA
billing codes MAY NOT APPLY to requests for services for children under 21 years of
age.

No Co-payment or Other Cost to the Recipient
Coverage for Services That Are Never Covered for Recipients over 21 Years of Age




Only those services within the scope of those listed in the federal law at 42 U.S.C. §
1396d(a) [1905(a) of the Social Security Act] can be covered under EPSDT. See attached
listing. Provider documentation must address why the service is medically necessary to
correct or ameliorate a defect, physical and mental illness, or condition [health problem].

Coverage for Services Not Listed in the N.C. State Medicaid Plan

Only those services within the scope of those listed in the federal law at 42 U.S.C. §
1396d(a) [1905(a) of the Social Security Act] can be covered under EPSDT. See attached
listing.

EPSDT Criteria

It is important to note that the service can only be covered under EPSDT if all criteria specified
below are met.

1.

7.

EPSDT services must be coverable services within the scope of those listed in the federal
law at 42 U.S.C. § 1396d(a) [1905(a) of the Social Security Act]. For example,
“rehabilitative services” are a covered EPSDT service, even if the particular rehabilitative
service requested is not listed in DMA clinical policies or service definitions.

The service must be medically necessary to correct or ameliorate a defect, physical or
mental illness, or a condition [health problem] diagnosed by the recipient’s physician,
therapist, or other licensed practitioner. By requiring coverage of services needed to
correct or ameliorate a defect, physical or mental illness, or a condition [health problem],
EPSDT requires payment of services that are medically necessary to sustain or support
rather than cure or eliminate health problems to the extent that the service is needed to
correct or ameliorate a defect, physical or mental illness, or condition [health problem].

The requested service must be determined to be medical in nature.
The service must be safe.
The service must be effective.

The service must be generally recognized as an accepted method of medical practice or
treatment.

The service must not be experimental/investigational.

Additionally, services can only be covered if they are provided by a North Carolina Medicaid
enrolled provider for the specific service. For example, only a North Carolina Medicaid enrolled
durable medical equipment (DME) provider may provide DME to a Medicaid recipient. This may
include an out-of-state provider who is willing to enroll if an in-state provider is not available.

Important Points about EPSDT Coverage

General

1.

If the service, product, or procedure requires prior approval, the fact that the recipient is
under 21 years of age does NOT eliminate the requirement for prior approval.

EPSDT services must be coverable within the scope of those listed in the federal law at
42 U.S.C. § 1396d(a) [1905(a) of the Social Security Act]. EPSDT requires Medicaid to
cover these services if they are medically necessary to correct or ameliorate a defect,
physical or mental illness, or a condition [health problem]. “Ameliorate” means to
improve or maintain the recipient’s health in the best condition possible, compensate for
a health problem, prevent it from worsening, or prevent the development of additional
health problems.




Recipients under 21 must be afforded access to the full panoply of EPSDT services,
including case management. Case management must be provided to a Medicaid eligible
child if medically necessary to correct or ameliorate the child’s condition regardless of
eligibility for CAP waiver services.

EPSDT services need not be services that are covered under the North Carolina State
Medicaid Plan or under any of the Division of Medical Assistance’s (DMA) clinical
coverage policies or service definitions or billing codes.

Under EPSDT, North Carolina Medicaid must make available a variety of individual and
group providers qualified and willing to provide EPSDT services.

EPSDT operational principles include those specified below.

a. When state staff or vendors review a covered state Medicaid plan services request for
prior approval or continuing authorization (UR) for an individual under 21 years of
age, the reviewer will apply the EPSDT criteria to the review. This means that:

(1) Requests for EPSDT services do NOT have to be labeled as such. Any proper
request for services for a recipient under 21 years of age is a request for EPSDT
services. For recipients under 21 years of age enrolled in a CAP waiver, a request
for services must be considered under EPSDT as well as under the waiver.

(2) The decision to approve or deny the request will be based on the recipient’s
medical need for the service to correct or ameliorate a defect, physical [or]
mental illness, or condition [health condition].

The specific coverage criteria (e.g., particular diagnoses, signs, or symptoms) in the
DMA clinical coverage policies or service definitions do NOT have to be met for
recipients under 21 years if the service is medically necessary to correct or ameliorate
a defect, physical or mental illness, or condition [health problems].

The specific numerical limits (number of hours, number of visits, or other limitations
on scope, amount or frequency) in DMA clinical coverage policies, service
definitions, or billing codes do NOT apply to recipients under 21 years of age if more
hours or visits of the requested service are medically necessary to correct or
ameliorate a defect, physical or mental illness, or condition [health problem]. This
includes the hourly limits and location limits on Medicaid Personal Care Services
(PCS) and Community Support Services (CSS).

Other restrictions in the clinical coverage policies, such as the location of the service
(e.g., PCS only in the home), prohibitions on multiple services on the same day or at
the same time (e.g., day treatment and residential treatment) must also be waived
under EPSDT as long as the services are medically necessary to correct or ameliorate
a defect, physical or mental illness, or condition [health problem].

Out-of-state services are NOT covered if similarly efficacious services that are
medically necessary to correct or ameliorate a defect, physical or mental illness, or
condition [health problems] are available anywhere in the state of North Carolina.
Services delivered without prior approval will be denied. There is no retroactive prior
approval for services that require prior approval, unless there is retroactive Medicaid
eligibility. See DMA’s Basic Medicaid Billing Guide, Section 6, found on the Web
site specified below for further information re the provision of out-of-state services:
http://www.ncdhhs.gov/dma/medbillcaguide.htm

Providers or family members may write directly to the Assistant Director for Clinical
Policy and Programs, Division of Medical Assistance, requesting a review for a
specific service. However, DMA vendors and contractors must consider any request
for state Medicaid plan services for a recipient under 21 years of age under EPSDT

2-22




criteria when the request is made by the recipient’s physician, therapist, or other
licensed practitioner in accordance with the Division’s published policies. If
necessary, such requests will be forwarded to DMA or the appropriate vendor.

Requests for prior approval for services must be fully documented to show medical
necessity. This requires current information from the recipient’s physician, other
licensed clinicians, the requesting qualified provider, and/or family members or legal
representative. If this information is not provided, Medicaid or its vendor will have to
obtain the needed information, and this will delay the prior approval decision. See
procedure below for requesting EPSDT services for further detail about information
to be submitted.

North Carolina Medicaid retains the authority to determine how an identified type of
equipment, therapy, or service will be met, subject to compliance with federal law,
including consideration of the opinion of the treating physician and sufficient access
to alternative services. Services will be provided in the most economic mode, as long
as the treatment made available is similarly efficacious to the service requested by the
recipient’s physician, therapist, or other licensed practitioner, the determination
process does not delay the delivery of the needed service, and the determination does
not limit the recipient’s right to free choice of North Carolina Medicaid enrolled
providers who provide the approved service. It is not sufficient to cover a standard,
lower cost service instead of a requested specialized service if the lower cost service
is not equally effective in that individual case.

Restrictions in CAP waivers such as no skilled nursing for the purpose of monitoring
do not apply to EPSDT services if skilled monitoring is medically necessary. Nursing
services will be provided in accordance with 21 NCAC 36.0221 (adopted by
reference).

Durable medical equipment (DME), assistive technology, orthotics, and prosthetics
do NOT have to be included on DMA’s approved lists or be covered under a CAP
waiver program in order to be covered under EPSDT subject to meeting the criteria
specified in this policy.

Medicaid will cover treatment that the recipient under 21 years of age needs under
this EPSDT policy. DMA will enroll providers, set reimbursement rates, set provider
qualifications, and assure the means for claims processing when the service is not
already established in the North Carolina State Medicaid Plan.

Requests for prior approval of services are to be decided with reasonable promptness,
usually within 15 business days. No request for services for a recipient under 21
years of age will be denied, formally or informally, until it is evaluated under EPSDT.

If services are denied, reduced, or terminated, proper written notice with appeal rights
must be provided to the recipient and copied to the provider. The notice must include
reasons for the intended action, citation that supports the intended action, and notice
of the right to appeal. Such a denial can be appealed in the same manner as any
Medicaid service denial, reduction, or termination.

. The recipient has the right to continued Medicaid payment for services currently
provided pending an informal and/or formal appeal. This includes the right to
reinstatement of services pending appeal if there was less than a 30 day interruption
before submitting a re-authorization request.




EPSDT Coverage and CAP Waivers

1.

Waiver services are available only to participants in the CAP waiver program and are not
a part of the EPSDT benefit unless the waiver service is ALSO an EPSDT service (e.g.
durable medical equipment).

Any request for services for a CAP recipient under age 21 must be evaluated under
BOTH the waiver and EPSDT.

Additionally, a child financially eligible for Medicaid outside of the waiver is entitled to
elect EPSDT services without any monetary cap instead of waiver services.

ANY child enrolled in a CAP program can receive BOTH waiver services and EPSDT
services. However, if enrolled in CAP/C or CAP/DA, the cost of the recipient’s care must
not exceed the waiver cost limit. Should the recipient be enrolled in the Community
Alternatives Program for Persons with Mental Retardation and Developmental
Disabilities (CAP-MRDD), prior approval must be obtained to exceed the waiver cost
limit.

A recipient under 21 years of age on a waiting list for CAP services, who is an authorized
Medicaid recipient without regard to approval under a waiver, is eligible for necessary
EPSDT services without any waiting list being imposed by Medicaid. For further
information, see “No Waiting List for EPSDT” on page 2 of this instruction.

EPSDT services must be provided to recipients under 21 years of age in a CAP program
under the same standards as other children receiving Medicaid services. For example,
some CAP recipients under 21 years of age may need daily in- school assistance
supervised by a licensed clinician through community intervention services (CIS) or
personal care services (PCS). It is important to note that Medicaid services coverable

under EPSDT may be provided in the school setting, including to CAP-MRDD recipients.
Services provided in the school and covered by Medicaid must be included in the
recipient’s budget.

Case managers in the Community Alternatives Program for Disabled Adults (CAP/DA)
can deny a request for CAP/DA waiver services. If a CAP/DA case manager denies,
reduces, or terminates a CAP/DA waiver service, it is handled in accordance with DMA’s
recipient notices procedure.

No other case manager can deny a service request supported by a licensed clinician,
either formally or informally.

When a recipient under 21 years of age is receiving CAP services, case managers must
request covered state Medicaid plan services as indicated below. Covered state Medicaid
plan services are defined as requests for services, products, or procedures covered by the
North Carolina State Medicaid Plan.

a. CAP/C: Requests for medical, dental, and behavioral health services covered under
the North Carolina State Medicaid Plan that require prior approval must be forwarded
to the appropriate vendor and a plan of care revision submitted to the CAP/C
consultant at DMA in accordance with the CAP/C policy. A plan of care revision for
waiver services must be submitted to the CAP/C consultant as well.

CAP/DA: Requests for medical, dental, and behavioral health services covered under
the North Carolina State Medicaid Plan that require prior approval must be forwarded
to the appropriate vendor and a plan of care revision submitted to the CAP/DA case
manager in accordance with the CAP/DA policy. A plan of care revision for waiver
services must be submitted to the CAP/DA case manager as well. All EPSDT
requests must be forwarded to the CAP/DA consultant at DMA.
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CAP-MRDD: All EPSDT and covered state Medicaid plan requests for behavioral
health services must be forwarded to ValueOptions. This includes requests for
children not in a waiver who have a case manager. Requests for medical and dental
services covered under the North Carolina State Medicaid Plan must be forwarded to
the appropriate vendor (medical or dental) for review and approval. Do NOT submit
such requests to ValueOptions. Plan of care revisions must be submitted in
accordance with the CAP-MRDD policy.

9. An appeal under CAP must also be considered under EPSDT criteria as well as under
CAP provisions if the appeal is for a Medicaid recipient under 21 years of age.

EPSDT Coverage and Mental Health/Developmental

Disability/Substance Abuse (MH/DD/SA) Services

1. Staff employed by local management entities (LMES) CANNOT deny requests for
services, formally or informally. Requests must be forwarded to ValueOptions or the
other appropriate DMA vendor if supported by a licensed clinician.

LMEs may NOT use the Screening, Triage, and Referral (STR) process or DD eligibility
process as a means of denying access to Medicaid services. Even if the LME STR
screener does not believe the child needs enhanced services, the family must be referred
to an appropriate Medicaid provider to perform a clinical evaluation of the child for any
medically necessary service.

Requests for prior approval of MH/DD/SA services for recipients under 21 must be sent
to ValueOptions. If the request needs to be reviewed by DMA clinical staff,
ValueOptions will forward the request to the Assistant Director for Clinical Policy and
Programs.

If a recipient under 21 years of age has a developmental disability diagnosis, this does not
necessarily mean that the requested service is habilitative and may not be covered under
EPSDT. The EPSDT criteria of whether the service is medically necessary to correct or
ameliorate a defect, physical or mental illness, or condition [health problem] apply.
Examples include dual diagnoses and behavioral disorders. All individual facts must be
considered.

All EPSDT requirements (except for the procedure for obtaining services) fully apply to
the Piedmont waiver.

Procedure for Requesting EPSDT Services

Covered State Medicaid Plan Services

Should the service, product, or procedure require prior approval, the fact that the recipient is
under 21 years of age does NOT eliminate the requirement for prior approval. If prior approval
is required and if the recipient does not meet the clinical coverage criteria or needs to exceed
clinical coverage policy limits, submit documentation with the prior approval request that shows
how the service at the requested frequency and amount is medically necessary to correct or
ameliorate a defect, physical or mental illness, or condition [health problem] to the appropriate
vendor or DMA staff. When requesting prior approval for a covered service, refer to the Basic
Medicaid Billing Guide, section 6. If the request for service needs to be reviewed by DMA
clinical staff, the vendor will forward the request to the Assistant Director for Clinical Policy and
Programs. Should further information be required, the provider will be contacted. See the section
entitled “Provider Documentation” for information re documentation requirements.
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In the event prior approval is not required for a service and the recipient needs to exceed the
clinical coverage policy limitations, it is not necessary to obtain prior approval from a vendor or
DMA staff. See the section entitled “Provider Documentation” for information re documentation
requirements.

Non-Covered State Medicaid Plan Services

Requests for non-covered state Medicaid plan services are requests for services, products, or
procedures that are not included at all in the North Carolina State Medicaid Plan but coverable
under federal Medicaid law, 1905(r) of the Social Security Act for recipients under 21 years of
age. See attached listing. Medical and dental service requests for non-covered state Medicaid
plan services and requests for a review when there is no established review process for a
requested service should be submitted to the Division of Medical Assistance, Assistant Director
for Clinical Policy and Programs at the address or facsimile (fax) number specified on the form
entitled “Non-Covered State Medicaid Plan Services Request Form for Recipients Under 21
Years of Age”. Requests for non-covered state Medicaid plan mental health services should be
submitted to ValueOptions. The “Non-Covered State Medicaid Plan Services Request Form for
Recipients Under 21 Years of Age” is available on the DMA Web site at
http://www.ncdhhs.gov/dma/forms.html. To decrease delays in reviewing non-covered state
Medicaid plan requests, providers are asked to complete this form. A review of a request for a
non-covered state Medicaid plan service includes a determination that ALL EPSDT criteria
specified in this memorandum are met.

Children’s Special Health Services (CSHS) will no longer grant prior approval for DME,
orthotics and prosthetics, and home health supplies not listed on the DMA fee schedules for
recipients under 21 years of age. Effective August 01, 2007, providers should submit requests for
these services on the form entitled “Non-Covered State Medicaid Plan Services Request Form for
Recipients Under 21 Years of Age” to the Assistant Director for Clinical Policy and Programs,
Division of Medical Assistance at the address specified on the form.

CSHS is also transitioning to Medicaid the prior approval process for the services specified below
for recipients under 21 years of age. However, providers should continue to submit prior approval
requests to CSHS for these services until advised to do otherwise. Details will be published in
upcoming Medicaid Bulletins.

e Pediatric Mobility Systems, including non-listed components

e Augmentative and Alternative Communication Devices

e Oral Nutrition

e Caochlear Implant (CI) External Replacement Parts and Repairs for
e Over-the-Counter Medications

Submit the requests for the services specified immediately above to

Children’s Special Health Services (CSHS)
N.C. Division of Public Health
1904 Mail Service Center
Raleigh NC 27699-1904
Telephone: 919-855-3701
FAX: 919-715-3848

Please specify that the request is for a Medicaid recipient under 21 years of age so that
CSHS will know that EPSDT applies. Medicaid due process procedures must be applied to
the request.




Provider Documentation

Documentation for either covered or non-covered state Medicaid plan services should show how
the service will correct or ameliorate a defect, physical or mental illness, or a condition [health
problem]. This includes a discussion about how the service, product, or procedure will correct or
ameliorate (improve or maintain the recipient’s health in the best condition possible, compensate
for a health problem, prevent it from worsening, or prevent the development of additional health
problems) as well as the effectiveness and safety of the service, product, or procedure. Should
additional information be required, the provider will be contacted.

For Further Information about EPSDT

Important additional information about EPSDT and prior approval is found in the Basic
Medicaid Billing Guide, Sections 2 and 6, and on the DMA EPSDT provider page. The
Web addresses are specified below.

Basic Medicaid Billing Guide: http://www.ncdhhs.gov/dma/medbillcaguide.htm
Health Check Billing Guide: http://www.ncdhhs.gov/dma/bulletin.htm
EPSDT Provider Page: http://www.ncdhhs.gov/dma/EPSDTprovider.htm

DMA and its vendors will conduct trainings beginning fall 2007 for employees, agents,
and providers on this instruction. Details will be published as soon as available.

Attachments

Listing of Medicaid (EPSDT) Services Found in the Social Security Act at 1905(a) [42
U.S.C. § 1396d(a)]

Non-Covered State Medicaid Plan Services Request Form

Listing of EPSDT Services Found at 42 U.S.C. § 1396d(a)
[1905(a) of the Social Security Act]

Inpatient hospital services (other than services in an institution for mental disease)
Outpatient hospital services

Rural health clinic services (including home visits for homebound individuals)
Federally-qualified health center services

Other laboratory and X-ray services (in an office or similar facility)

EPSDT (Note: EPSDT offers periodic screening services for recipients under age 21 and
Medicaid covered services necessary to correct or ameliorate a diagnosed physical or
mental condition)

Family planning services and supplies
Physician services (in office, recipient's home, hospital, nursing facility, or elsewhere)
Medical and surgical services furnished by a dentist

Home health care services (nursing services; home health aides; medical supplies,
equipment, and appliances suitable for use in the home; physical therapy, occupation
therapy, speech pathology, audiology services provided by a home health agency or by a
facility licensed by the State to provide medical rehabilitation services)

Private duty nursing services
Clinic services (including services outside of clinic for eligible homeless individuals)
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Dental services

Physical therapy, occupational therapy, and services for individuals with speech, hearing,
and language disorders

Prescribed drugs

Dentures

Prosthetic devices

Eyeglasses

Services in an intermediate care facility for the mentally retarded

Medical care, or any other type of remedial care recognized under State law, furnished by
licensed practitioners within the scope of their practice as defined by State law, specified
by the Secretary (also includes transportation by a provider to whom a direct vendor
payment can appropriately be made)

Other diagnostic, screening, preventive, and rehabilitative services, including any
medical or remedial services (provided in a facility, a home, or other setting)
recommended by a physician or other licensed practitioner of the healing arts within the
scope of their practice under State law, for the maximum reduction of physical or mental
disability and restoration of an individual to the best possible functional level

Inpatient psychiatric hospital services for individuals under age 21

Services furnished by a midwife, which the nurse-midwife is legally authorized to
perform under state law, without regard to whether the nurse-midwife is under the
supervision of, or associated with, a physician or other health care provider throughout
the maternity cycle

Hospice care
Case-management services
TB-related services

Respiratory care services

Services furnished by a certified pediatric nurse practitioner or certified family nurse
practitioner, which the practitioner is legally authorized to perform under state law

Personal care services (in a home or other location) furnished to an individual who is not
an inpatient or resident of a hospital, nursing facility, intermediate care facility for the
mentally retarded, or institution for mental disease

e Primary care case management services

Definitions of the above federal Medicaid services can be found in the Code of Federal
Regulations 42 CFR 440.1-440.170 at
http://www.access.gpo.gov/nara/cfr/waisidx 06/42cfr440 06.html.
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North Carolina
Department of Health and Human Services

Division of Medical Assistance
2501 Mail Service Center - Raleigh, N.C. 27699-2501

Michael F. Easley, Governor Mark T. Benton, Director
Carmen Hooker Odom, Secretary William W. Lawrence, Jr., M.D., Senior Deputy Director

FORM AVAILABLE ON DMA WEB SITE AT http://www.ncdhhs.gov/dma/forms.html

NON-COVERED STATE MEDICAID PLAN SERVICES REQUEST FORM
FOR RECIPIENTS UNDER 21 YEARS OF AGE

RECIPIENT INFORMATION: Must be completed by physician, licensed clinician, or
provider.

NAME:
DATE OF BIRTH: (mm/dd/yyyy)  MEDICAID NUMBER:
ADDRESS:

MEDICAL NECESSITY: ALL REQUESTED INFORMATION, includingCPT and
HCPCS codes, if applicable, as well as provider information must be completed.
Please submit medical records that support medical necessity.

REQUESTOR NAME: PROVIDER NAME:
MEDICAID PROVIDER #: MEDICAID PROVIDER #:
ADDRESS: ADDRESS:

TELEPHONE #: ( TELEPHONE #: (
FAX #: FAX #:

IN WHAT CAPACITY HAVE YOU TREATED THE RECIPIENT (incl. length of time you
have cared for recipient and nature of the care):

PAST HEALTH HISTORY (incl. chronic illness):

RECENT DIAGNOSIS(ES) RELATED TO THIS REQUEST (incl. onset, course of the
disease, and recipient’s current status):
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TREATMENT RELATED TO DIAGNOSIS(ES) ABOVE (incl. previous and current
treatment regimens, duration, treatment goals, and recipient response to
treatment(s)):
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| NAME: MID #: DOB: |
NAME OF REQUESTED PROCEDURE, PRODUCT, OR SERVICE. (if applicable, please

include CPT AND HCPCS codes). PROVIDE DESCRIPTION RE HOW REQUEST
WILL CORRECT OR AMELIORATE THE RECIPIENT’S DEFECT, PHYSICAL OR MENTAL

ILLNESS OR CONDITION [THE PROBLEM]. THIS DESCRIPTION MUST INCLUDE A
DETAILED DISCUSSION ABOUT HOW THE SERVICE, PRODUCT, OR PROCEDURE WILL
IMPROVE OR MAINTAIN THE RECIPIENT’S HEALTH IN THE BEST CONDITION
POSSIBLE, COMPENSATE FOR A HEALTH PROBLEM, PREVENT IT FROM WORSENING,
OR PREVENT THE DEVELOPMENT OF ADDITIONAL HEALTH PROBLEMS.

IS THIS REQUEST FOR EXPERIMENTAL/INVESTIGATIONAL TREATMENT:
__YES _ NO IF YES, PROVIDE NAME AND PROTOCOL #

IS THE REQUESTED PRODUCT, SERVICE, OR PROCEDURE CONSIDERED TO BE SAFE:
__YES __NO IFNO, PLEASE EXPLAIN.

IS THE REQUESTED PRODUCT, SERVICE OR PROCEDURE EFFECTIVE:__YES _ NO
IF NO, PLEASE EXPLAIN.

ARE THERE ALTERNATIVE PRODUCTS, SERVICES, OR PROCEDURES THAT WOULD
BE MORE COST EFFECTIVE BUT SIMILARLY EFFICIACIOUS TO THE SERVICE
REQUESTED: _ YES _ NO IFYES, SPECIFY WHAT ALTERNATIVES ARE
APPROPRIATE FOR THE RECIPIENT AND PROVIDE EVIDENCE BASE WITH THIS
REQUEST, IF AVAILABLE.

WHAT IS THE EXPECTED DURATION OF TREATMENT:
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| NAME:

OTHER ADDITIONAL INFORMATION:

REQUESTOR'’S SIGNATURE AND CREDENTIALS

INCLUDE EVIDENCE-BASED LITERATURE TO SUPPORT THIS

REQUEST IF AVAILABLE.

MAIL OR FAX COMPLETED FORM TO:

Assistant Director
Clinical Policy and Programs
Division of Medical Assistance

2501 Mail Service Center
Raleigh, NC 27699-2501
FAX: 919-715-7679
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Section 3 Medicaid Provider Information

Quialifications for Enrollment
The general requirements for provider enrollment are as follows.

Licensure—Providers must be licensed, accredited, and/or certified according to the specific laws
and regulations that apply to their service type. Enrollment qualifications vary, but most providers
must complete an application and a North Carolina participation agreement. All providers are
responsible for maintaining the required licensure and accreditation specific to their provider type
to remain qualified as N.C. Medicaid providers. For detailed information regarding specific
requirements for each provider type, refer to DMA’s Web site at
http://www.ncdhhs.gov/dma/provenroll.htm or call DMA Provider Services at 919-855-4050.

Service Location—Services must be provided at a site location in North Carolina or within 40
miles of the North Carolina border. Out-of-state providers beyond 40 miles of the North Carolina
border may enroll in the N.C. Medicaid program to provide emergency or prior approved services
only. Providers must bill using their site-specific provider numbers.

Provider Agreements—Providers sign participation agreements with DMA. These agreements
contain general requirements for all providers as well as specific requirements for each service

type.

All providers are responsible for ensuring that information on file with the N.C. Medicaid
program for their practice or facility remains up to date. Refer to Reporting Provider Changes
on page 3-5 for information on reporting changes in provider status to the N.C. Medicaid
program.

Enrollment Procedure

Providers who wish to enroll must complete an application and agreement for their specific
provider type. Applications and agreements are located are on DMA’s Web site at
http://www.ncdhhs.gov/dma/provenroll.htm.

Once an application packet is received and processed by DMA, providers are assigned provider
numbers and are notified by mail once the enrollment process has been completed. Processing
times vary according to provider type. The Provider Enrollment staff research the Office of
Inspector General sanctions, Senate Bill 926, appropriate medical board databases, and other
sources for verification that a provider is in good standing before enrollment. See DMA’s Web
site at http://www.ncdhhs.gov/dma/prov.htm for Medicaid service information.

Tax Information

To ensure that 1099 MISC forms are correctly issued to providers and that the correct tax
information is provided to the IRS, proper tax information must be on file for all providers.

Independent practitioners such as physicians, dentists, nurse practitioners, etc., are assigned
individual attending Medicaid provider numbers. Most often, these numbers are linked to the
provider’s SSN. When an independent practitioner provides services in a group setting, the group
provider number is indicated on the claim form along with the individual provider number. The

3-1




Basic Medicaid Billing Guide October 2007

claim will pay to the group number and report to the group tax identification number. Individual
providers should not link their individual provider numbers to group tax identification numbers.

The last page of the RA indicates the provider tax name and number (FEIN) that Medicaid has on
file. Review the RA throughout the year to ensure that the correct provider number information is
on file with EDS. The tax information needed for a group practice is as follows:

e Group tax name and group tax number

e Attending Medicaid provider numbers in the group

Providers may also verify the tax information by calling EDS Provider Services at 1-800-688-
6696 or 919-851-8888.

The procedure for submitting corrected tax information to the Medicaid program is as follows:

o All providers must submit completed and signed W-9 forms, along with a completed and
signed Provider Change Form, to Medicaid at the following address:

Division of Medical Assistance
Provider Services
2501 Mail Service Center
Raleigh NC 27699-2501

e Providers must also report changes of ownership and practice group changes. For more
information, refer to Reporting Provider Changes on page 3-5.

Conditions of Participation

Civil Rights Act

Providers must comply with Title VI of the Civil Rights Act of 1964, which states “No person in
the United States shall, on the grounds of race, color, or national origin, be excluded from
participation under any program or activity receiving Federal financial assistance.”

Rehabilitation and Disabilities Acts

In addition to the laws specifically pertaining to Medicaid, providers must comply with the
following requirements:

e Section 504 of the Rehabilitation Act of 1973, as amended, which states, “No otherwise
qualified handicapped individual in the United States shall solely by reason of his
handicap, be excluded from participation in, be denied the benefit of, or be subject to
discrimination under any program or activity receiving Federal financial assistance.”

o The Age Discrimination Act of 1975, as amended, which states, “No person in the
United States shall, on the basis of age, be excluded from participation in, be denied the
benefits of, or be subjected to discrimination under, any program or activity receiving
Federal financial assistance.”

o The Americans with Disabilities Act of 1990, which prohibits exclusion from
participation in, or denial of, services because the agency’s facilities are not accessible to
individuals with a disability.
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Disclosure of Medicaid Information

The provider must comply with the requirements of the Social Security Act and federal regulation
concerning the following:

e The disclosure of ownership and control information by providers (other than an
individual practitioner)

The disclosure of any felony convictions by a provider or any owners

The disclosure of any disciplinary action taken against business or professional licensees
by a provider

The disclosure of any denial of enrollment, suspension, or exclusion from Medicare or
Medicaid in any state; or employment by a corporation, business, or professional
association that has ever been suspended or excluded from Medicare or Medicaid in any
state

The disclosure regarding any suspended payments from Medicare or Medicaid in any
state; or employment by a corporation, business, or professional association that ever had
any suspended payments from Medicare or Medicaid in any state

Medical Record Documentation

As a condition of participation, Medicaid providers are required to keep records necessary to
disclose the extent of services rendered to recipients and billed to the N.C. Medicaid program.
Records must be retained for a period of not less than six years from the date of service, unless a
longer retention period is required by applicable federal or state law, regulations, or agreements.
Copies of records must be furnished upon request. HIPAA does not prohibit the release of records
to Medicaid. Record documentation is used by DMA to determine medical necessity and to verify
that services were billed correctly.

The following principles of documentation are adopted from Medicare policy:
1. The medical record must be complete and legible.

2. The documentation of each patient encounter must include the date and reason for the
encounter as well as relevant history, physical examination findings, and prior diagnostic
test results; assessment; clinical impression or diagnosis; services delivered; plan for care,
including drugs and dosage prescribed or administered; and legible signature of the
observer.

Past and present diagnoses and health risk factors must be identified and accessible to the
treating and/or consulting physician.

The rationale for diagnostic tests and other ancillary services must be documented or
apparent in the medical record.

The patient’s progress, including response to and change in treatment, must be
documented. Reasons for diagnostic revision must be documented.

The documentation must support the intensity of the patient evaluation and/or the
treatment, including thought processes and the complexity of medical decision making.

The CPT, HCPCS, and ICD-9-CM codes reported on the health insurance claim form or
billing statement must be supported by the documentation in the medical record.
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Payment in Full

With the exception of authorized co-payments by recipients, the provider must agree to accept the
amount paid for Medicaid-covered services as payment in full. This requirement is in accordance
with the rules and regulations for reimbursement promulgated by the Secretary of DHHS and by
the State of North Carolina and established under the Medicaid program.

Fee Schedule Requests

There is no charge for fee schedules or reimbursement plans requested from DMA. The
information that is provided is to be used only for internal analysis. Providers must bill their usual
and customary rate. Requests for fee schedules and reimbursement plans must be made on the Fee
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Schedule Request form (see Appendix G-2) and mailed to the address listed on the form. The
Fee Schedule Request form may also be faxed to DMA’s Finance Management section at 919-
715-2209. Telephone requests are not accepted.

Many of the fee schedules are also available on DMA’s Web site at
http://www.ncdhhs.gov/dma/fee/fee.htm.

Provider Responsibilities

Verifying Recipient Eligibility
Providers are responsible for verifying Medicaid eligibility when a recipient presents for services.
Refer to Verifying Eligibility on page 2-10 for additional information.

Billing the Recipient

When a non-covered service is requested by a recipient, the provider must inform the recipient
either orally or in writing that the requested service is not covered under the Medicaid program
and will, therefore, be the financial responsibility of the recipient. This must be done prior to
rendering the service.

A provider may refuse to accept a Medicaid recipient and bill the recipient as private pay only if
the provider informs the recipient prior to rendering the service, either orally or in writing, that
the service will not be billed to Medicaid and that the recipient will be responsible for payment.
A provider may also bill a Medicaid recipient for the following:

e Payments for services that are made to the recipient and not the provider by either
commercial insurance or Medicare

Services not covered by Medicare if the recipient has Medicare-AID (MQB-Q) coverage
(MQB-Q recipients receive a buff MEDICARE-AID card)

Allowable Medicaid deductibles or co-payments*

Prescriptions in excess of the 11-per-month limit unless recipient is locked in to their
pharmacy of record*

Visits in excess of the 24-visit limit for provider visits for the state fiscal year (July 1-
June 30) (See Section 2)*

The recipient’s failure to provide proof of eligibility by presenting a current MID card
The recipient’s loss of eligibility for Medicaid as defined in 10 A NCAC 21B

The portion of psychiatric services for a Medicare-eligible recipient that is subject to the
37.5% psychiatric reduction in Medicare reimbursement

e Part D co-pay

*Under federal EPSDT law, some limits and restrictions do not apply to recipients under the age
of 21. See Sections 2 and 6 of this manual for more information.
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Third-Party Liability

State and federal regulations for third-party liability (TPL) require responsible third-party
insurance carriers to pay for medical services prior to a provider’s submitting a claim to
Medicaid. Providers are required to seek payment from third-party insurance carriers when they
know of their existence. A third-party insurance carrier is an individual or company who is
responsible for the payment of medical services. These third parties are Medicare, private health
insurance, automobile, or other liability carriers. DMA’s third party recovery (TPR) unit is
responsible for implementing and enforcing TPL laws. The TPR unit implements and enforces
these laws through both cost avoidance and recovery methods. Refer to Section 7, Third-Party
Insurance, for additional information.

Overpayments

The Program Integrity (PI) section of DMA conducts regular post-payment reviews in an ongoing
effort to

o Determine a statistical payment accuracy rate for claims submitted by providers and paid
by Medicaid

Ensure that Medicaid payments are made only for services that are covered under
Medicaid policy

Verify that coding on Medicaid claims correctly reflects the services that were provided

Ensure that third-party carriers were billed before Medicaid was billed and that providers
reported any such payments from third parties on claims filed for Medicaid payment

When overpayments are identified, providers are given written information about the errors and
are required to refund the overpayment amount.

Reporting Provider Changes

What Changes Must Be Reported

All providers are required to report all changes in status to Medicaid (see Appendix G-3). This
includes changes of ownership (within 30 days), name, address, telephone number, electronic
mail address, tax identification number, licensure status, and the addition or deletion of group
members.

Managed care providers (CA/CCNC, ACCESS II/111, and PCHP) must also report changes in
daytime or after-hours telephone numbers, counties served, enrollment restrictions, etc. CCNC
providers must report Medicaid provider number changes immediately to ensure that CCNC
management fees are paid correctly.

Failure to report changes in provider status may result in suspension of the Medicaid provider
number and a delay in providers’ receipt of claims reimbursement. In addition, providers may be
liable for taxes on income not received by their business.
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How to Report a Change

Complete and return the Medicaid Provider Change Form (Appendix G-3) to report changes in
provider status. The form is also available on DMA’s Web site at
http://www.ncdhhs.gov/dma/forms.html.

Voluntary Termination

All providers who decide to terminate their participation in the N.C. Medicaid program must
notify DMA in writing. Notification must be on the provider’s letterhead and signed by the
provider, office manager, or administrator. Mail the notification to

Division of Medical Assistance
Provider Services
2501 Mail Service Center
Raleigh NC 27699-2501

Managed care providers must also notify additional parties to request termination:

e CAJ/CCNC and ACCESS 1I/111 providers must send DMA Provider Services (at the
address above) a completed Medicaid Provider Change Form (Appendix G-3)
requesting termination from the program.

PCHP must notify DMA’s Managed Care section of their decision to terminate. Refer to
page 4-7 for additional information.

Termination of Inactive Providers

If an enrolled Medicaid provider does not bill Medicaid for 12 months, DMA will send notice of
termination of the Medicaid provider number. These notices are sent to the current mailing
address listed in the provider’s file. A provider who wishes to remain enrolled as a Medicaid
provider will have two weeks to respond with a justification. Once terminated, providers must
complete a new application and agreement to re-enroll and may have a lapse in eligibility as
Medicaid providers.

Payment Suspension

If RAs and checks cannot be delivered due to an incorrect billing address in the provider’s file, all
claims for the provider number are suspended and the subsequent RAs and checks are no longer
printed. Automatic deposits are also discontinued. Once a suspension has been placed on the
provider number, the provider has 90 days to submit an address change. After 90 days, if the
address has not been corrected, suspended claims will be denied and the provider number will be
terminated.
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Licensure Revocation or Suspension

Any provider or facility whose license is revoked or suspended is not eligible for participation in
the N.C. Medicaid program. Providers whose licenses are revoked or suspended should notify
DMA immediately.

Reactivation in the Medicaid program may occur when the license is reinstated by the licensing
authority. Reactivation must be requested in writing by the provider or the facility. A copy of the
reactivated license must accompany the request for reactivation. Reactivation is effective no
earlier than the date on the reinstated license.

Sanctions

Providers who receive one or more sanctions from CMS may become ineligible for Medicaid
participation and may be responsible for refunding any Medicaid payments made to them while
under CMS sanctions. CMS will notify DMA of providers who are sanctioned. Any provider who
is sanctioned should notify DMA immediately.
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Program Integrity Reviews

Determining Areas for Review

Pl reviews are initiated for a variety of reasons. The following are examples of reviews conducted
by PI.

e Pl investigates specific complaints and referrals. These may come from recipients, family
members, providers, state or county agencies, or other DMA sections.

Pl uses a Fraud and Abuse Detection System (FADS), which consists of two software
products called HealthSPOTLIGHT and OmniAlert.

0 HealthSPOTLIGHT uses fraud and abuse pattern recognition software, algorithms,
statistical analysis, fraud filters, queries, and neural net technology to identify fraud
and abuse claims.

OmniAlert is PI’s client server Surveillance and Utilization Review System (SURS).
OmniAlert is an on-demand, real-time product that makes comparisons of provider
billings to determine aberrant billing patterns among peer groups.

Additional features such as claims imaging, the claims data warehouse, and ad hoc
query tools, along with FADS software, also make detection and investigation faster.

o0 Special ad hoc DRIVE computer reports are available to target specific issues such as
procedure codes, duplications of services, etc.

The Office of the State Auditor pulls a stratified sample of claims annually. PI staff
review these claims to determine the payment accuracy rate for claims submitted by
providers and paid by the Medicaid MMIS+ system.

PI staff also conduct a second sampling of provider billings using methodology
prescribed by CMS. This is to assist CMS in complying with HR 4878, the Improper
Payments Act of 2002.

DMA is also participating as a pilot state in a national project called Medi-Medi. In this
project, Medicare and Medicaid claims are stored in a combined data warehouse. The
data is then mined to identify possible fraud and abuse.

o EDS refers to Pl any questionable services identified during claims processing.

Provider Responsibilities in a Program Integrity Review
Providers notified that PI has initiated a review should adhere to the following steps.

o Pl will request medical and/or financial records either by mail or in person. The records
must substantiate all services and billings to Medicaid. Failure to submit the requested
records will result in recoupment of all payments for the services. Providers must
maintain records for five years in accordance with the recordkeeping provisions of the
provider participation agreement.

If you receive a recoupment letter from PI, review the information in the letter and chart.
You have two options:

o If you agree that an overpayment has occurred, use the form sent with the letter to
indicate your preferred method for reimbursing DMA. The options include sending a
check or having the repayment withheld from future Medicaid payments. Please send
your check to DMA Accounts Receivable at the address on the letter. Do not send
the check to EDS, as this could result in a duplication of your refund. Also, do NOT
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request that EDS adjust for the amount or items identified, as this could result in
duplicate recoupment.

If you disagree with the overpayment decision by Pl and want a reconsideration
review, return the enclosed hearing request form to the DHHS Hearing Unit at the
address on the letter and indicate whether you request a personal hearing or a paper
review. Please pay close attention to the time frames and procedures for
requesting a reconsideration review.

Request for Reconsideration

Informal Hearings—A provider who disagrees with a DMA decision may have the right to an
informal hearing. If applicable, the provider will be notified of the right to an informal hearing,
conducted in Raleigh. The DHHS Hearing Office will notify the provider of the date, time, and
location.

Paper Reviews—You may instead send any additional relevant documentation to the Hearing
Unit for reconsideration. Your written material will then be evaluated and a final decision
rendered.

Miscellaneous
e For assistance or information, please call EDS at 1-800-688-6696 or 919-851-8888.

e Itis the provider’s responsibility to maintain the medical coverage policies and Medicaid
bulletins and to ensure that all staff who plan care, supervise services, and file claims for
Medicaid reimbursement have access to and follow these Medicaid guidelines.

Self-Referral Federal Regulation

For Medicaid payments, the omnibus Budget Reconciliation Act of 1993 (OBRA 1993) prohibits
self-referral by a physician to designated health services in which the physician has certain
ownership or compensation agreements. Designated health services include the following:

e Clinical laboratory services
o OQutpatient drugs
e Durable medical equipment
Parenteral and enteral nutrition equipment and supplies
Comprehensive outpatient rehabilitation facility services
Contact lenses
Physical and occupational therapy services
Home infusion therapy services
Prosthetic and orthotic devices
Eyeglasses
Radiation therapy services
Inpatient and outpatient hospital services

Radiology services (including magnetic resonance imaging, computerized axial
tomography scans, and ultrasound services)

Hearing aids
Home dialysis
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e Home health services
e Ambulance services

If post-payment review determines that inappropriate payments were made due to the provider’s
failure to follow Medicaid policies, recoupments will be made. Exceptions are listed in OBRA
1993 and in Section 1877 of the Social Security Act.

Advance Directives

Section 4751 of the OBRA 1990, otherwise known as the Patient Self-Discrimination Act,
requires certain Medicaid providers to provide written information to all patients 18 years of age
and older about their rights under state law to make decisions concerning their medical care, to
accept or refuse medical or surgical treatment, and to execute an advance directive (for example,
a living will or health care power of attorney).

NCGS 122C-71—122C-77, “An Act to Establish Advance Instruction for Mental Health
Treatment,” became effective January 1, 1998. The law provides a method for an individual to
exercise the right to consent to or refuse mental health treatment if the individual later becomes
“incapable” (that is, lacks the capacity or ability to make and communicate mental health
treatment decisions). The advance instruction becomes effective when delivered to the
individual’s physician or mental health treatment provider, who then makes it part of the
individual medical record. In conjunction with an advisory panel, DMA has developed Medical
Care Decisions and Advance Directives: What You Should Know, the required summary of state
law concerning patients’ rights that must be distributed by providers. A copy is available in
Appendix G-7, 8.

The two-page brochure can be photocopied on the front and back of one sheet of paper and folded
in half to form a four-page brochure. Indicate in the box on the last page a contact for the patient
to obtain more information. The brochure should be copied as is. If providers choose to alter the
document graphically, they may not change or delete text, or the order of the paragraphs. A
provider-published pamphlet must include the N.C. DHHS logo and production statement on
page four of the folded brochure. A print-ready copy can be found on DMA’s Web site at
http://www.ncdhhs.gov/dma/forms.html.
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physician will usually keep the same individual provider number. If billing under a group
provider number, the group may begin billing for the new physician as long as the
physician’s individual provider number is active.

Are we required to apply for a new provider number if our group merges with another
group and our group tax ID number changes?

Yes. A provider must apply for a new group provider number, but the provider’s individual
provider number will remain the same. If you are merging groups but will still have separate
locations, each office site must apply for a new group provider number.

Are individual providers required to apply for a new provider number if there is a
change to the tax ID number?

No. But providers must notify the Medicaid program of the tax ID number changes.

. If I have an individual provider number and | leave a group practice, do | need to
change my tax ID number to the new group’s tax ID number?

No. An individual provider number belongs to the individual provider. The provider’s SSN or
the FEIN tax number should not be changed when an individual provider leaves a group
practice. When the provider joins a group and renders services, the group provider number
must go in block 33 of the CMS-1500 claim form under “Grp.” The individual provider
number of the provider who rendered the service must go in block 33 under “PIN.” The
payment will be made to the group and reported under the group’s tax 1D number.

. How do I contact the Medicaid program to report changes to my provider status?

The Provider Change form is located on our Web site at
http://www.ncdhhs.gov/dma/forms.html. Refer to How to Report a Change on page 3-6
for information on reporting changes in your provider status to the Medicaid program.

. I am currently a Carolina ACCESS provider and my Medicaid provider number has
changed. How do | report this change?

Changes must be reported to DMA Provider Services using the Carolina ACCESS Provider
Information Change form on our Web site at http://www.ncdhhs.gov/dma/forms.html.

If the Medicaid provider number that is changing is also your CA/CCNC provider number,
DMA Provider Services must be alerted as soon as possible to ensure that the CA/CCNC
management fee is paid correctly and to prevent claim denials. Until you receive notification
that your CCNC number has been changed, claims filed using your new Medicaid provider
number must also include your old Medicaid provider number (current CCNC number) in
block 19 of the CMS-1500 claim form. It is imperative that you use your active CCNC
number when you refer patients.

. If our practice is participating as a provider in the Carolina ACCESS or ACCESS II/111
program, whom do | contact when there is a change in our practice’s provider number?

CCNC providers must report all changes to DMA Provider Services using the Carolina
ACCESS Provider Information Change form on our Web site at
http://www.ncdhhs.gov/dma/forms.html. When reporting a change in ownership, CCNC
providers must submit a new Carolina ACCESS enrollment application package. All
providers must report changes to DMA using the Medicaid Provider Change Form (see
Appendix G-3).

. My organization participates with the Medicaid program as an administrative entity for
ACCESS II/111. Whom do | contact when there is a change in our provider status?

Report changes to the Office of Rural Health and Community Care at 919-715-7625.
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15. I am currently enrolled as a Community Alternatives Program (CAP) provider. How do
I amend my enrollment to include additional services?

CAP providers who are currently enrolled in the Medicaid program must send a completed
enrollment application and verification of appropriate licensure and certification to DMA
Provider Services at the address below. However, it is not necessary to complete a new
agreement. Applications may be obtained from DMA Provider Services or on DMA’s Web
site at http://www.ncdhhs.gov/dma/provenroll.htm.
Division of Medical Assistance
Provider Services
2501 Mail Service Center
Raleigh NC 27699-2501

. My specialty is listed incorrectly. How do I correct it?

Requests to change a provider’s specialty must be submitted in writing to DMA Provider
Services at the address below. Requests must be written on letterhead and include the
provider number and the correct specialty.
Division of Medial Assistance
Provider Services
2501 Mail Service Center
Raleigh NC 27699-2501

. How do I terminate my enrollment as a Medicaid provider?

Providers must notify DMA Provider Services in writing at the address below of their
decision to terminate their participation in the Medicaid program. Notification must be on the
provider’s letterhead and signed by the provider, office manager, or administrator.
Division of Medical Assistance
Provider Services
2501 Mail Service Center
Raleigh NC 27699-2501

. How do I terminate my enrollment as a Managed Care provider?

Managed Care providers (CA/CCNC, ACCESS II/111) must notify DMA Provider Services,
in writing, of their decision to terminate their participation in the managed care program, and
must do so at least 30 days in advance of the effective date. Notification must be sent by
registered mail, with return receipt requested, to
Division of Medical Assistance
Provider Services
801 Ruggles Drive
Raleigh NC 27699-2501

. My practice has opened another location. Can I use their current group number?

No. You must enroll with one group number per site location. This applies to both Medicaid
and CA/CCNC programs.
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Section 4: Managed Care Provider Information

Carolina ACCESS—Community Care of North Carolina

The two primary care case management Medicaid programs in North Carolina, Carolina
ACCESS (CA) and ACCESS II/111, have been combined to form Carolina ACCESS/Community
Care of North Carolina (CA/CCNC). For the purposes of this manual, the term CA/CCNC will be
used to identify these programs. A majority of Medicaid recipients in all 100 counties in North
Carolina are enrolled in CA/CCNC. DMA contracts with primary care providers (PCPs) to create
medical homes for all CA/CCNC enrollees. PCPs are reimbursed on a fee-for-service basis
according to the Medicaid rate schedule.

Carolina ACCESS

Carolina ACCESS was initiated in 1991 as Medicaid’s primary care case management (PCCM)
program. Carolina ACCESS was developed to provide Medicaid recipients with a medical home,
which provides access to the public and private medical provider community. Enrolling recipients
into a medical home reduces the need for recipients to seek basic sick care services from hospital
emergency departments. PCPs coordinate care for enrollees by providing and arranging for the
recipient’s health care needs.

Participating Carolina ACCESS PCPs receive a monthly management fee of $1.00 per member
per month for coordinating the care of Medicaid recipients enrolled with their practice(s). They
also receive fee-for-service Medicaid reimbursement for the medical services provided to their
patients.

Community Care of North Carolina—ACCESS Il/IlI

Community Care of North Carolina, formerly known as ACCESS II/111, was initiated in 1996 as a
community-based enhanced PCCM program bringing PCPs, hospitals, health departments, DSSs,
and other community providers into a network to manage the health care needs of Medicaid
recipients. Each CCNC regional network employs care managers who assist in developing,
implementing, and evaluating the care management strategies at each site. These care
management strategies include

e Performing risk assessment—utilizing an “at-risk” screening tool that identifies both medical
and social risk factors

Reviewing emergency department utilization—integrating appropriate outreach, follow-up,
and educational activities based on emergency department use by enrollees

Implementing disease management processes—including, but not limited to, pediatric and
adult asthma, sickle cell anemia, congestive heart failure, and diabetes

Implementing a care management process—identifying and targeting care management
activities based on the screening process and other methods of identifying enrollees at risk

Identifying high costs and high users—developing and implementing activities that lower
utilization and cost
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o Developing pharmacy initiatives to alleviate the high cost of medications

Currently, there are 14 CCNC regional networks that include more than 3,000 physicians across
North Carolina. PCPs who affiliate with a network receive $2.50 per enrollee per month. Each
CCNC network is governed by a local administrative entity, which is paid an additional $3.00 per
enrollee per month to develop and implement care management strategies. CCNC is jointly
administered by the Office of Research, Demonstration, and Rural Health Development and
DMA. The following is a list of the networks in CCNC:

The following are the administrative entities for CCNC:

ACCESSCare, Inc.

ACCESS Il Care of Western North Carolina
ACCESS Il of Lower Cape Fear

Carolina Collaborative Community Care
Carolina Community Health Partnership
Community Care of Wake/Johnston Counties
Community Care Partners of Greater Mecklenburg
Community Care Plan of Eastern Carolina
Community Health Partners

Northern Piedmont Community Care
Northwest Community Care Network
Partnership for Health Management
Sandhills Community Care Network
Southern Piedmont Community Care Plan

Recipient Enrollment

The county DSS is responsible for recipient enroliment in managed care programs. CA/CCNC
enrollment is mandatory for the majority of Medicaid recipients. Medicaid recipients who are not
required to enroll in managed care have the option of selecting a managed care PCP. For
example, recipients who receive both Medicare and Medicaid are not mandated to enroll in
CA/CCNC; however, they may choose to enroll.

Medicaid recipients who enroll in CA/CCNC, whether as a requirement or an option, must select
a medical home from the list of PCPs serving their county of residence. Recipients who do not
choose a medical home may be assigned to a medical home by the county based on location,
medical history, and other factors. Each family member may have a different medical home.

Enrollees may request to change their medical home at any time. The county DSS is responsible
for processing an enrollee’s change request. Changes are effective the first day of the month
following the change in the system, pursuant to processing deadlines.

Enrollment is limited to 2,000 recipients per physician or physician extender, unless otherwise
approved by DMA.

Enrollees are responsible for all co-payments required by Medicaid. Refer to Co-payments on
page 2-18 for additional information.

CAJ/CCNC enrollees are identified by information on their MID card. “Carolina ACCESS
Enrollee” appears on the card along with the name of the medical home, address, and daytime and
after-hours telephone numbers.

Refer to Verifying Eligibility on page 2-12 for information on verifying recipient eligibility.
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Recipient Education

The county DSS is responsible for recipient education. Enrollees are provided with a Carolina
ACCESS recipient handbook (available in English and Spanish) that informs them of their rights,
responsibilities, and benefits of being a member. It is also important for PCPs, as the coordinators
of care, to be actively involved in patient education. CA/CCNC PCPs are strongly encouraged to
contact all new enrollees by telephone or in writing within 60 days of enroliment to schedule an
appointment to establish a medical record for the new enrollee. New enrollees are identified in
Section 1 of the monthly Carolina ACCESS Provider Enrollment Report. Refer to page 4-20
for an example of the report.

Providers should inform each enrollee about

e The availability of medical advice 24 hours a day, 7 days a week, and the preferred method
for contacting the PCP

The enrollee’s responsibility to bring the current month’s Medicaid card to each
appointment

The need to contact the PCP for a referral before going to any other doctor

The need to contact the PCP before going to the emergency department, unless the enrollee
feels that his or her life or health is in immediate danger

The importance of regular preventative care visits, such as Health Check screenings for
children, immunizations, checkups, mammograms, cholesterol screenings, adult health
assessments, and diabetic screenings

The availability of additional information for enrollees from the county DSS
Co-payment requirements

Provider Participation

Requirements for Participation

DMA Provider Services and DMA Managed Care work together to recruit and enroll PCPs into
the CA/CCNC program. DMA Provider Services is responsible for processing the applications
and enrolling providers into the program. DMA Managed Care is responsible for establishing
PCP participating requirements, assisting providers in carrying out CA/CCNC policies and
procedures, and recruiting providers into the program. Questions about the CA/CCNC program or
requirements for participation can be answered by the regional managed care consultants or by
contacting DMA Managed Care at 919-647-8170.

DMA requires providers to complete and submit a signed application and agreement indicating
their compliance with all participation requirements. The CA Provider Enrollment Packet is
available on DMA’s Web site at http://www.ncdhhs.gov/dma/caenroll.htm. The application
and the agreement must each contain the original signature of the authorized representative (or a
participating provider). Applications may be pended for a maximum of 90 days from the date of
receipt of the application by DMA Provider Services. Providers will be contacted if there are
guestions regarding information provided in the application. Providers are notified of their
approval or denial in writing. Providers whose applications are denied may reapply at any time
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unless a sanction has been imposed upon the provider’s participation by the Managed Care
Section.

Every DSS is notified weekly of new CA/CCNC providers and changes in current CA/CCNC
provider information. Providers are required to report any changes regarding their practice’s
status to DMA Provider Services. To report changes to the Medicaid program, CA/CCNC
providers must submit a signed Medicaid Provider Change Form (see Appendix G-3).




Basic Medicaid Billing Guide October 2007

To be approved as CA/CCNC PCPs, providers must meet the following requirements:

1.

Accept N.C. Medicaid payment as payment in full, practice in the state of North Carolina
or within 40 miles of the borders of North Carolina, and have an active N.C. Medicaid
provider number for use as the CA/CCNC provider number.

Have an active license for each provider in the practice. Each physician and doctor of
osteopathy must also have an active individual Medicaid provider number. Participating
nurse practitioners and certified nurse midwives who have been issued individual
Medicaid provider numbers must also disclose their individual provider numbers on the
CA/CCNC provider application. The information on file for each individual Medicaid
provider number must be consistent with the information provided in the CA/CCNC
application.

Be enrolled as one of the following Medicaid provider types:
Family medicine

Gynecologists

General practitioners

Internists

Nurse practitioners

Federally qualified health centers
Osteopaths

Health departments

Pediatricians

Rural health clinics

Obstetricians

Note: Physician assistants do not directly enroll in Medicaid at this time, but may

participate in Carolina ACCESS through their supervising physician and enroll with
Carolina ACCESS using the supervising physician’s Medicaid number.

Enroll each CA/CCNC location with a separate, site-specific provider number. Practices
operating as a group must enroll with a site-specific group number; solo practitioners
may use their individual provider identification number or enroll with a group number if
they are operating as a group. The name, address, and daytime telephone number must be
consistent with the information reported to the N.C. Medicaid program, and must
therefore be site specific. The CA/CCNC PCP’s practice name, address, and daytime and
after-hours telephone numbers are printed on the enrollee’s MID card.

Enroll with CA/CCNC using a group number, if applicable, for ease of claims filing,
referrals, management of reports, and accurate financial reporting to the IRS.

Note: Pending National Provider Identifier (NPI) implementation, all CA/CCNC
management fees are generated under the Medicaid provider number, which is also the
authorization given to other providers of service when appropriate. After NPI
implementation, the authorization given for services when appropriate will be your NPI
number. For more information about NPI, see http://www.ncdhhs.gov/dma/NPI1.htm.

State on the initial application the maximum number of enrollees that will be accepted for
the site and also any specific enrollment restrictions such as age or gender. Enrollment of
Medicaid recipients is capped at 2,000 per participating provider (MD, DO, PA, NP, or
CNM).

Note: Providers who do not accept Medicare shall not have CA/CCNC enrollees who
have Medicare coverage assigned to their practice.

List on the application all contiguous counties from which the practice will accept
CAJ/CCNC enrollees. Since the provider must be accessible for primary care, these

4-5
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counties must include only the county in which the practice is located and the bordering
counties.

Disclose on the application information regarding sanctions or termination by the
Medicaid program or the Carolina ACCESS program. For complete information, refer to
Sanctions on page 4-6.

Establish and maintain hospital admitting privileges or enter into a formal agreement with
another physician or group practice for the management of inpatient hospital admissions
of CA/CCNC enrollees. If the CA/CCNC practice does not admit patients and provide
age-appropriate inpatient hospital care at a hospital that participates with the N.C.
Medicaid program, then the Carolina ACCESS Hospital Admitting Agreement form
must be submitted to DMA Provider Services to address this requirement for
participation.

. Have a provider available at each practice site to see scheduled and non-scheduled
patients a minimum of 30 hours per week.

. Provide access to medical advice and care for enrolled recipients 24 hours a day, 7 days a
week. Refer to 24-Hour Coverage Requirement on page 4-8.

. Make oral interpretation services available free of charge to each current and potential
enrollee. This applies to all non-English languages.

. Make primary care services available to enrollees and indicate these services on the
application. These services must encompass all requirements for the specified ages. For
example, a provider who wishes to enroll recipients ages 2 through 20 must agree to
provide all components for each age category, 2 through 20.

Note: PCPs who request CA/CCNC participation for Medicaid for Pregnant Women

(MPW) enrollees only are exempt from the preventive and ancillary services
requirements.

Conditions of Participation

When a provider agrees to participate with CA/CCNC, s/he agrees to
e Develop patient—physician relationships

e Manage the health care needs of recipients

e Provide mandatory preventive services

e Authorize and arrange referrals, when necessary, for health services that the primary care
practice does not provide

e Review and use recipient utilization, emergency room enrollment, and referral reports
o Follow standards of appointment availability

In addition to the conditions of participation for Medicaid providers beginning on page 3-2,
CA/CCNC providers must comply with section 1932 (b)(7) of the Social Security Act, which
states, “the Plan shall not discriminate against providers with respect to participation,
reimbursement, or indemnification for any provider acting within the scope of that provider’s
license or certification under applicable State law solely on the basis of provider’s license or
certification.”
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Exceptions

Exceptions to a requirement for participation may be granted in cases in which it is determined
that the benefits of a provider’s participation outweigh the provider’s inability to comply with this
requirement. The provider shall submit a written request to DMA for consideration for exception
for a specific agreement requirement. The request shall include the reasons for the contractor’s
inability to comply with this agreement. The request shall be submitted at the time this agreement
is submitted to DMA for consideration. Approval of the application constitutes acceptance of the
request for exception.

Sanctions

Failure to meet the terms outlined in the CA/CCNC provider agreement may result in the
imposition of one or more of the following sanctions:

e Alimit may be imposed on member enroliment.

e All or part of the monthly management/coordination fee may be withheld.

e The PCP may be referred to DMA Program Integrity (PI) for investigation of potential fraud
or for quality-of-care issues.

e The PCP may be referred to the N.C. Medical Board.
e The PCP may be terminated from the CA/CCNC program.

DMA makes the determination to initiate sanctions against the PCP and may impose one or more
sanctions simultaneously based on the severity of the contract violation. DMA may initiate a
sanction immediately if it is determined that the health or welfare of an enrollee is endangered; or
DMA may initiate a sanction to begin within a specific period of time. Failure to impose a
sanction for a contract violation does not prohibit DMA from exercising its right to do so for
subsequent contract violations.

Sanction Appeals

The PCP is notified by certified mail of the sanction and the right to appeal the sanction.

DMA must receive the PCP’s request for a formal evidentiary hearing by the DMA Hearing Unit
no later than 15 calendar days after the receipt of the sanction notice. The hearing provides an
opportunity for all sides to be heard in an effort to resolve the issue. The sanctioned party may
represent himself or herself, may designate a representative, or may enlist the services of an
attorney. The findings are documented by the DMA hearing office and presented to the DMA
Director, who makes the final determination to uphold or rescind the sanction. The PCP is
notified by certified mail of the Director’s decision.

PCPs who are terminated from the CA/CCNC program—or who voluntarily withdraw to avoid a
sanction—are not eligible to reapply for a minimum of one year, with a maximum time period to
be determined by the Managed Care section. The decision is predicated on the extent or severity
of the contract violation necessitating the termination.
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Terminations

The PCP’s agreement to participate in the CA/CCNC program may be terminated by either the
PCP or DMA, with cause, or by mutual consent, upon at least 30 days’ written notice delivered
by registered mail, return receipt requested. Termination will be effective on the first day of the
month, pursuant to processing deadlines.

Provider Reports

The goals of the CA/CCNC program are to improve access to primary care and to provide a more
effective and cost-efficient health care system. It is the responsibility of PCPs to effectively
manage the care of their enrollees. DMA provides four reports to assist PCPs with this goal.

Enrollment Report

DMA'’s Managed Care section provides PCPs with a monthly CA Provider Enrollment Report.
The report consists of three sections for both Carolina ACCESS enrollees and N.C. Health Choice
enrollees if applicable: new enrollees, current enrollees, and terminated enrollees. It is the PCP’s
responsibility to review this report every month and report any errors to the managed care
consultant or the county DSS. PCPs must continue to coordinate care for any enrollees who are
linked to the practice, even if a change has been requested or an error has been reported, until the
change or error has been resolved and reported correctly. Refer to page 4-20 for an example of
the report.

Emergency Room Management Report

The Emergency Room Management Report lists the PCP’s enrollees for whom emergency
department services were paid during the month. It is very important to review this report to
determine enrollees who are using the emergency department inappropriately and to develop
strategies to redirect these enrollees to the appropriate setting. PCPs may need to evaluate their
after-hours message or procedures or collaborate with an urgent care center to provide the most
cost-effective after-hours care. Refer to page 4-23 for an example of the report.

Referral Report

DMA provides CA/CCNC PCPs with a monthly Referral Report containing information on
where and when enrollees obtained services during the month. The report is available to PCPs on
paper or diskette. Refer to page 4-24 for an example of the report.
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Quarterly Utilization Report

The Quarterly Utilization Report provides a detailed representation of the utilization of services
by enrollees linked to the PCP’s practice. The report is based on claims paid for dates of service
for the report quarter and assists the PCP in developing strategies for more cost-effective primary
care. An example of the report and instructions for using it are available beginning on page 4-25.

Provider Requirements

Health Check Services

CAJ/CCNC PCPs are required to provide Health Check preventive care screenings to Medicaid-
eligible children aged birth through 20 years. PCPs serving this population who do not provide
Health Check screenings are required to pursue an agreement with the local health department to
provide all Health Check screening components. PCPs must retain a copy of this agreement in
their files and must ensure that their records include information regarding the extent of these
services. Refer to Appendix G-10 or to DMA’s Web site at
http://www.ncdhhs.gov/dma/forms.html for a copy of the Health Department Health Check
Agreement.

Refer to the Health Check Billing Guide, which is printed every year as a special bulletin, for
screening requirements. The special bulletin will be located on DMA’s Web site at
www.ncdhhs.gov/dma/bulletin.htm.

Adult Preventive Annual Health Assessments

CAJ/CCNC PCPs are required to provide all of the components of an initial preventive annual
health assessment and periodic assessments to adult enrollees aged 21 years and over. For more
information, please refer to “Clinical Preventive Services for Normal Risk Adults Recommended
by the U.S. Preventive Services Task Force” at http://www.ahrg.gov/clinic/uspstfix.htm.

24-Hour Coverage

CA/CCNC requires PCPs to provide access to medical advice and care for enrolled recipients 24
hours a day, 7 days a week. There must be prompt (within 1 hour) access to a qualified medical
practitioner who is able to provide medical advice, consultation, and authorization for service
when appropriate. PCPs must have at least one telephone line that is answered by the office staff
during regular office hours.

PCPs must provide enrollees with an after-hours telephone number. The after-hours number may
be the PCP’s home telephone number. The after-hours telephone line must be listed on the
enrollee’s MID card. The after-hours telephone number must connect the enrollee to one of the
following:
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an answering service that promptly contacts the PCP or the PCP-authorized medical
practitioner

a recording that directs the caller to another number to reach the PCP or the PCP-authorized
medical practitioner

a system that automatically transfers the call to another telephone line that is answered by a
person who will promptly contact the PCP or PCP-authorized medical practitioner

o acall center system

A hospital may be used for the 24-hour telephone coverage requirement under the following
conditions:

e The 24-hour access line is not answered by the emergency department staff.
e The PCP establishes a communication and reporting system with the hospital.
e The PCP reviews results of all hospital-authorized services.

An office telephone line that is not answered after hours, or is answered after hours by a recorded
message instructing enrollees to call back during office hours or to go to the emergency
department for care, is not acceptable. It is not acceptable to refer enrollees to the PCP’s home
telephone if there is no system in place as outlined above to respond to calls. PCPS are
encouraged to refer patients with urgent medical problems to an urgent care center.

Standards of Appointment Availability

PCPs must conform to the following standards for appointment availability:
o Emergency care—immediately upon presentation or notification

e Urgent care—within 24 hours of presentation or notification

¢ Routine sick care—within 3 days of presentation or notification

¢ Routine well care—within 90 days of presentation or notification (15 days if recipient is
pregnant)

Emergency Conditions—An emergency medical condition is one in which the sudden onset of a
medical condition, including emergency labor and delivery, manifests itself by acute symptoms of
such severity that the absence of immediate medical attention could reasonably be expected to
result in

e serious jeopardy to the health of the individual or the health of a pregnant woman or her
unborn child

e serious impairment to bodily functions

e serious dysfunction of any body organ or part

With regard to pregnant women having contractions, a situation is considered to be an emergency
if

o there is inadequate time to effect a safe transfer to another hospital before delivery; or

o transfer may pose a threat to the health or safety of the woman or the unborn child.
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Urgent Conditions—An urgent medical condition is defined as a condition that, without medical
attention and intervention within 12 to 24 hours, could seriously compromise the patient’s
condition and the possibility of a full recovery.

Standards for Office Wait Times

PCPs must conform to the following standards for office wait times:

e  Walk-ins—within 2 hours, or schedule an appointment within the standards of appointment
availability

e Scheduled appointment—within 1 hour
o Life-threatening emergency—must be managed immediately

Hospital Admitting Privileges

CAJ/CCNC PCPs must establish and maintain hospital admitting privileges or enter into a formal
arrangement with another physician or group practice for the management of inpatient hospital
admissions of CA/CCNC enrollees. An appropriate arrangement must be made to ensure access
to care for all enrollees regardless of age. The Carolina ACCESS Hospital Admitting
Agreement/Formal Arrangement form fulfills this requirement for participation by serving as a
voluntary written agreement between the CA/CCNC signing the agreement, the physician/group
agrees to accept responsibility for admitting and coordinating medical care for the enrollee

throughout the enrollee’s inpatient stay. This agreement must be completed by both parties.
The CA/CCNC PCP must submit the original form with his or her application for participation or
when a change occurs regarding the provider’s admitting agreement. A copy of the admission
agreement is in Appendix G-13 or on DMA’s Web site at
http://www.ncdhhs.gov/dma/forms.html.

The following arrangements are acceptable:

¢ A formal agreement may be made with a physician, a group practice, a hospital group, or a
physician call group.
The physician, group practice, or hospital group need not be a CA/CCNC provider, but must
be enrolled with the N.C. Medicaid program.

Admitting privileges or formal arrangements must be maintained at a hospital that is within
30 miles or 45 minutes’ drive time from the PCP’s office. If there is no hospital that meets
these geographic criteria, the closest hospital to the CA/CCNC PCP practice is acceptable.

Hospital admitting agreements with unassigned call doctors are unacceptable.

Exceptions may be granted in cases in which it is determined the benefits of a PCP’s participation
outweighs his or her inability to comply with the admitting privileges requirement.
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Women, Infants, Children Special Supplemental Nutrition Program
Referrals

Federal law mandates coordination between Medicaid managed care programs and the Women,
Infants, Children (WIC) program. CA/CCNC PCPs are required to refer potentially eligible
enrollees to the WIC program. Copies of the WIC Exchange of Information Form for Women,
the WIC Exchange of Information Form for Infants and Children, and the Medical Record
Release for WIC Referral form are available in Appendix G-14, -16, and -18 or on DMA’s
Web site at http://www.ncdhhs.gov/dma/forms.html.

For more information, contact the local WIC agency at the DSS or the Division of Maternal and
Child Health at 1-800-FOR-BABY (1-800-367-2229).

Transfer of Medical Records

CA/CCNC PCPs must transfer the enrollee’s medical record to the receiving provider upon the
change of PCP and as authorized by enrollee within 30 days of the date of the request.

Medical Records Guidelines

Medical records should reflect the quality of care received by the client. However, many times
medical records documentation for the level of care provided varies from provider to provider.
Therefore, in order to promote quality and continuity of care, a guideline for medical record
keeping has been established by the CA/CCNC program and approved by the Physician Advisory
Group. All CA/CCNC PCPs must implement the following guidelines as the standards for
medical record keeping.

These guidelines are intended for CA/CCNC PCPs. Refer to page 3-3 for medical records
standards that apply to all providers.

It is expected that the medical record should include the following whenever possible for the
benefit of the patient and the physician:

1. Each page or electronic file in the record contains the patient’s name or patient’s
Medicaid identification number and the office/practice from whom the page is coming.

All entries are dated.
The authors of all entries are identified.
The record is legible to someone other than the writer.

Medication allergies and adverse reactions, as well as the absence of allergies, are
prominently noted and easily identifiable.

The patient’s personal and biographical data— including age, sex, address, employer,
home and work telephone numbers, and marital status—is recorded.

Medical history, including serious accidents, operations, and illnesses, is easily identified.
For children, medical history includes prenatal care and birth.

There is a completed immunization record. For pediatric patients (age 12 and under) there
is a complete record with dates of immunization and administration.

4-12
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Diagnostic information, medication, medical conditions, significant illnesses, and health
maintenance concerns are recorded.

. Patients aged 12 years and over are asked about smoking, alcohol, and other substance
abuse at the routine visit and their answers are recorded.

. Notes from consultations are in the record. Consultation, lab, and X-ray reports filed in
the chart have the ordering provider’s initials or other documentation signifying review.
Records of consultation and significantly abnormal labs and imaging results have an
explicit notation of the follow-up plans.

. Emergency care is documented in the record.

. Discharge summaries are included as part of the medical record for all hospital
admissions that occur while the patient is enrolled with CA/CCNC.

. Documentation of individual encounters provides adequate evidence of appropriate
history, physical examination, diagnosis, diagnostic test(s), therapies, and other
prescribed regimen(s); follow-up care, referrals, and results thereof; and all other aspects
of patient care, including ancillary services.

Referrals and Authorizations

Coordination of care is an important component of CA/CCNC. PCPs are contractually required to
provide services or authorize another provider to treat the enrollee. A referral from the PCP to
another provider should be considered even when an enrollee has failed to establish a medical
record with the PCP when medically necessary health care services are needed. In some cases, the
PCP may choose to authorize a service retroactively. Some services do not require authorization.
(Refer to the list of Exempt Services on page 4-13). All authorizations and consultations,
including services authorized retroactively, are at the discretion of the PCP. Referral of an
enrollee to a specialist may be made by telephone or in writing. The referral must include the
number of visits being authorized and the extent of the diagnostic evaluation.

If the PCP authorizes multiple visits for a course of treatment specific to the diagnosis, the
specialist does not need to obtain additional authorizations for each treatment visit. The same
authorization referral number is used for each treatment visit. It is the PCP’s responsibility to
provide any further diagnosis, evaluation, or treatment not identified in the scope of the original
referral or to authorize additional referrals.

If the specialist receives authorization to treat an enrollee and then needs to refer the enrollee to a
second specialist for the same diagnosis, the enrollee’s PCP must be contacted for authorization.
The same authorization referral number must be used by both specialists.

Authorization is not required for services provided in an urgent care center billing with a hospital
provider number. Referrals to a specialist for follow-up care after discharge from an urgent care
center do require PCP authorization.

Authorization is not required for services provided in a hospital emergency department or for an
admission to a hospital through the emergency department. The physician component for
inpatient services does require authorization. Referrals to a specialist for follow-up care after
discharge from a hospital also require PCP authorization.

In addition to CA/CCNC authorization, prior approval (PA) may be required to verify medical

necessity before rendering some services. PA is for medical approval only. Obtaining PA does

not guarantee payment or ensure recipient eligibility on the date of services. Refer to Section 6,
Prior Approval, for additional information about services requiring PA.
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CLAIMS SUBMITTED PRIOR TO NPI IMPLEMENTATION

CMS-1500 (08/05)—Effective January 1, 2007

CA PCP and Override Authorization

e Field 17a: Enter either the CA PCP provider number (the Medicaid provider number) or the
CA ACCESS override number in the larger shaded field 17a. Qualifier 1D must precede the
number in the smaller shaded field immediately to the right of the field identifier “17a.”

Field 17b: Enter the CA PCP NPI in this field. (N.C. Medicaid requests that providers
immediately start submitting the NPI in addition to the Medicaid provider number.)

UB-04—Effective March 1, 2007

CA PCP and Override Authorization

o Form locator 78 (Other): Enter qualifier DN for Referring Provider in the first space. The NPI
of the CA PCP may be entered in the second space identified as NPI. Enter either the CA
PCP Medicaid provider number or the CA ACCESS override number with qualifier G2 in the
third and fourth space identified as QUAL field.

CLAIMS SUBMITTED AFTER NPI IMPLEMENTATION

CMS-1500 (08/05)—Date to be determined
CA PCP Authorization

e Field 17a: Should be left blank for Claims processed with CA PCP

authorization. CA claims do not require the taxonomy number for the referring provider.
If you choose to enter the taxonomy number for the referring provider, qualifier ZZ must
precede the number in the smaller shaded block immediately to the right of the field identifier
“17a.” If any value other than ZZ or blank is entered in field 17a, the claim will be denied.

Field 17b: Enter the referring provider’s NPI number for Claims processed with CA
PCP authorization.

CA Override Authorization

 Field 17a: Claims processed with CA Override authorization requires the
CA ACCESS override number in the larger shaded field 17a. Qualifier 1D must precede the
number in the smaller shaded block immediately to the right of the field identifier “17a.”

Field 17b Claims processed with CA Override authorization will not have
any information entered in field 17b.

UB-04—Date to be determined
CA PCP Authorization

e Form locator 78 (Other): Claims processed with CA PCP authorization
require qualifier DN for Referring Provider in the first smaller block immediately to the right
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of field identifier “78 Other” and the referring providers NPI number in the field labeled
“NPL.”

CA Override Authorization

e Form locator 78 (Other): Claims processed with CA Override authorization
require qualifier DN for Referring Provider in the smaller block immediately to the right of
field identifier “78 Other.” No information should be entered in the field labeled “NPI.”
Qualifier G2 should be entered in the third smaller block immediately to the right of the field
labeled “QUAL.” The CA override number is entered in the fourth larger block directly to the
right; this field is not labeled.

Referrals for a Second Opinion

CAJ/CCNC PCPs are required to refer an enrollee for a second opinion at the request of the
enrollee when surgery is recommended.

Referral Documentation

All referrals must be documented in the enrollee’s medical record. PCPs should review the
monthly Referral Report to ensure that services rendered to their enrollees were authorized and
have been documented and recorded accurately in each enrollee’s medical record. It is the PCP’s
responsibility to review the Referral Report for validity and accuracy and to report inappropriate
referrals to the Managed Care Consultant. Refer to page 4-24 for an example of the report.

Exempt Services
Enrollees may obtain the following services from Medicaid providers without first obtaining
authorization from their PCPs:
e Ambulance services
e At-risk case management
o Child care coordination
Community Alternatives Program services
Dental care

Note: CA/CCNC enrollees are instructed to contact their PCP for assistance in locating a
dental provider enrolled with the Medicaid program. A list of dental providers is available on
DMA'’s Web site at http://www.ncdhhs.gov/dma/dental/dentalprov.htm. Recipients can also
be referred to the Office of Citizen Services, CARE-LINE Information and Referral, at 1-
800-662-7030 or 919-855-4400 (English and Spanish).

Developmental evaluations

Eye care services [limited to CPT codes 92002, 92004, 92012, and 92014 and diagnosis
codes related to conjunctivitis (370.3, 370.4, 372.0, 372.1, 372.2, and 372.3)]
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Family planning (including Norplant)

Health department services

Hearing aids (for recipients under the age of 21)

HIV case management

Hospice

Independent and hospital lab services

Maternity care coordination

Optical supplies/visual aids

Pathology services

Pharmacy

Radiology (only services billed under a radiologist provider number)
Services provided by a certified nurse anesthetist

Services performed in a psychiatric hospitals and psychiatric facilities (but see notes below)
Services provided by schools and Head Start programs

Notes to psychiatric services: Adult recipients (aged 21 years and older) are excluded when
performed by an enrolled psychiatrist provider.

Diagnoses 290 through 319.99 are exempt for all providers excluding area mental health and
psychiatrist providers. Area mental health and psychiatrist providers must adhere to Medicaid-
specific policies on the DMA Web site.

Outpatient psychiatric services can be referred for children under the age of 21 by a Medicaid-
enrolled psychiatrist, the local management entity, or the PCP.

Additional Note: Although enrollees are not required to obtain authorizations from their PCPs
for the services listed above, PA may be required to verify medical necessity before rendering
some services. Obtaining PA does not guarantee payment or ensure recipient eligibility on the
date of service. To determine if a procedure requires PA, call the AVR system at 1-800-723-4337.
Refer to Section 6, Prior Approval, for information on services requiring PA.

Override Requests

It is the provider’s responsibility to obtain authorization for treatment from the PCP listed on the
enrollee’s MID card prior to treatment. When services have been rendered to a CA/CCNC
enrollee without first obtaining authorization from the PCP and the PCP refuses to authorize
retroactively, providers must request an override using the Carolina ACCESS Override
Request form to obtain payment. However, override requests will be considered only if the PCP
was contacted and refused to authorize treatment or if extenuating circumstances beyond the
control of the responsible parties affected access to medical care.

Override requests must be submitted to EDS within 6 months of the date of service. Requests will
be evaluated within 30 days of receipt. A copy of the Carolina ACCESS Override Request
form is in Appendix G-19 or on DMA’s Web site at http://www.ncdhhs.gov/dma/forms/html.
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Medical Exemption Requests

CA/CCNC was established on the premise that patient care is best served by care coordinated
through a PCP. Enrollees may request a medical exemption from participation in CA/CCNC.
Depending on the condition of the patient, the exemption may be made for a 6-month period or
for the lifetime of the patient. Exemptions are granted for the following medical conditions:

o Terminal illness—the enrollee has a life expectancy of 6 months or less or is currently a
hospice patient
Major organ transplant—this would be considered for a permanent exemption
Chemotherapy or radiation treatment—the enrollee is currently undergoing treatment

Note: This is a temporary exemption that ends when the course of treatment is completed. If
the therapy will last for more than 6 months, the exemption must be requested after the initial
6-month time period during reapplication for Medicaid coverage.

Diagnosis/Other—an enrollee may be granted an exemption if there is a specific diagnosis or
other reason that the enrollee would not benefit from coordinated care through a PCP

Note: Supporting medical record documentation for this category may be requested for
review prior to a determination decision.

End-stage renal disease

The Carolina ACCESS Medical Exemption Request form must be completed by the enrollee’s
physician and mailed to the DMA Managed Care Section at the address listed on the form.
Recipients may also obtain the Medical Exemption Request form at their county DSS. A copy of
the form is also available in Appendix G-20 or on DMA’s Web site at
http://www.ncdhhs.gov/dma.forms.html.

Patient Disenrollment

On occasion, it may be necessary to disenroll a CA/CCNC enrollee from a practice for good
cause.* To disenroll a patient, PCPs must follow these procedures:

e Notify the CA/CCNC enrollee in writing of the disenrollment. Specify the reason for
disenrollment in the letter. Provide 30 days’ notice. Advise the enrollee to contact his or her
caseworker or the Medicaid supervisor at the county DSS to choose a new PCP.

Fax a copy of the disenrollment letter to the managed care consultant.

Note: Until a DSS worker deletes the PCP’s name, address, and telephone number from the
recipient’s MID card, the PCP must continue to provide services to the enrollee or authorize
another provider to treat the enrollee.

*Good cause is defined as follows:

e Behavior on the part of the recipient that is disruptive, unruly, abusive, or uncooperative to
the extent that the provider’s ability to serve the recipient or other affected recipients is
seriously impaired

Persistent refusal of a recipient to follow a reasonable, prescribed course of treatment
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e Fraudulent use of the Medicaid card

Additionally, a CA/CCNC enrollee may be disenrolled for nonpayment of co-payments or an
outstanding balance if this is a standard operating procedure for the practice, it is applicable to all
patients regardless of payer source, and prior written notice has been provided to the enrollee.
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Carolina ACCESS—Frequently Asked Questions

1.

Is there a limit to the number of Carolina ACCESS patients that I can enroll for my
practice?

PCPs may enroll up to a maximum of 2,000 CA/CCNC enrollees per physician or
physician extender, unless otherwise approved by DMA.

Can | change my enrollment limit?
PCPs may change enrollment limits or restrictions by completing and submitting a
Medicaid Provider Change Form (see Appendix G-3).

How can | verify that a patient is enrolled with Carolina ACCESS?

It is important to check the enrollee’s current monthly MID card at each visit because the
enrollee’s eligibility status or medical home may have changed. If the patient is enrolled
in CA/CCNC, the MID card will list the name of the medical home. If there is no medical
home listed on the MID card, the patient is not currently in CA/CCNC.

In addition to the verification methods listed on page 2-12, enrollment can also be
verified by

e Calling the AVR system
e Checking the current Carolina ACCESS Enrollment Report

What should I do if the patient does not bring his or her MID card to an
appointment?

Verify the patient’s enrollment by one of the methods listed on page 2-11, or check the
current Carolina ACCESS Enrollment Report. Alternatively, prior to rendering the
service, the provider must inform the patient either orally or in writing that the service
will not be billed to Medicaid and will, therefore, be the financial responsibility of the
patient.

What if the medical home listed on the patient’s MID card is incorrect?

Advise the patient to contact his or her caseworker or the Medicaid supervisor at the
county DSS to request a change to another medical home. In most circumstances, the
change takes a minimum of 30 days. Changes are always effective the first day of the
month following the change.

Are Carolina ACCESS enrollees responsible for co-payments?
CAJ/CCNC enrollees are subject to the same co-payment requirements as fee-for-service
Medicaid recipients. Refer to Co-payments on page 2-18 for additional information.

Do all Medicaid-covered services require authorization from the primary care
provider?

No. Some Medicaid-covered services are exempt from PCP authorization. Refer to page
4-13 for a list of Exempt Services.

What if a Carolina ACCESS enrollee assigned to my practice needs health care that
my office cannot provide?

PCPs are responsible for coordinating the care of enrollees and are therefore responsible
for authorizing services as needed to specialists or other health care providers. Refer to
Carolina ACCESS Referrals and Authorizations on page 4-12 for additional
information on coordination of care.
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9. What is the process for referring a patient to a specialist or to other health services?
Prior to NPI implementation, the Medicaid number on your approved CA/CCNC
application is the authorization number to be given to providers when referring an
enrollee to a specialist or to other health services. The CA/CCNC enrollee may be
referred to any specialist or to other health services enrolled with Medicaid. Effective
with NPI implementation, you will use your NPI number as your authorization number.
For more information about NPI, see http://www.ncdhhs.gov/dma/NPI1.htm.

Referrals may be made by telephone or in writing and must include the number of visits
being authorized and the extent of the diagnostic evaluation.

. What if my PCP practice receives a request for an authorization for a patient we
have not seen yet?
Because PCPs are contractually required to provide services or authorize another
provider to treat the enrollee, PCPs are not required to authorize a specialist or another
health service provider to treat an enrollee who has not yet been seen in their practice.
However, if the PCP does not authorize treatment, an appointment must be made
available to the enrollee according to the standards of appointment availability (see page
4-9). All referrals must be documented in the enrollee’s medical record.

. What if a Carolina ACCESS enrollee self-refers to our practice?
PCP authorization must be obtained before a CA/CCNC enrollee may see a specialist or
another health service provider, unless the service is exempt from authorization. You may
contact the PCP listed on the enrollee’s MID card and request authorization, but the PCP
is not obligated to authorize the service.

If you do not receive authorization to treat the patient, you may refer the patient back to
the PCP or inform the patient either orally or in writing, prior to rendering the service,
that the service will not be billed to Medicaid and will, therefore, be the financial
responsibility of the patient.

. Do Carolina ACCESS enrollees admitted through the emergency department
require authorization from their primary care providers?
Referrals are not required for services provided in a hospital emergency department or for
an admission to a hospital through the emergency department. However, the physician
component for inpatient services does require authorization. Specialist referrals for
follow-up care after discharge from a hospital also require PCP authorization.

. How should claims be filed when a PCP refers a Carolina ACCESS enrollee to our
office?
Refer to page 13 of the Billing Guide. Also you may refer to the June 2007 North
Carolina Medicaid Special Bulletin, New Claim Form Instructions.
(http://www.ncdhhs.gov/dma/bulletin.htm)

. Whom do | contact if | have questions or require additional information?
DMA has established regional managed care consultants to assist managed care
providers. Refer to page 4-28 for a list of consultants. If you are unable to reach the
consultant, you may contact the DMA Managed Care program at 919-647-8170.
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CA PROVIDER ENROLLMENT REPORT
SECTION 1

“New Enrollees™

_ NC DEPT. OF HUMAN RESOURCES ~ PAGE NUMBER

PROVIDER NUMBER: 1234567 CAROLINA ACCESS DATE RUN:
PROVIDER ENROLLMENT REPORT
FOR THE MONTH OF: SEPTEMBER

__ENROLLMENT STATUS: (NEW ENROLLEE)

reeeeeeeerneens ELIGIBILITY DATES

INDIVIDUAL 1D, CLIENT NAME S ADDRESS SEX.... BIRTHDAY
FROM To I

BEapas o

912345678K RECIPIENT __JOE D, _ 08/08/98 09/01/03  11/30/03
123 MAIN STREET, NOWHERE NC 22231

| 987654321P RECIPIENT _ JANE A ' 10/26/56  09/01/03  02/28/03
: 123 ANY STREET, ANYWHERE NC.

| 9999999998 ___ RECIPIENT __ JOHN E. ) 1140273 0901/03  12/31/03
! 123 MY STREET, ANYWHERE NC.

Note: This section of the report lists all “New™ Caroling ACCESS enrolless linked 1o your practice for the report month. Some of the clients
listed in this section may be previous clients who were listed in the “Terminated™ section of a previous report.

Carolinag ACCESS primary care physicians are encouraged 1o use this section of the report to identify and contact all new enrollees by telephone or
through a “welcome™ letter as 8 way of establishing a medical record with your practice.
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Modified Example of the CA Provider Enrollment Report of Current Enrollees

CA PROVIDER ENROLLMENT REPORT
SECTION 2

“Carrent Enrollees™

T NC DEPT.OF HUMANRESOURCES ~ PAGENUMBER
PROVIDER NUMBER: 1234367  CAROLINA ACCESS DATE RUN:

PROVIDER ENROLLMENT REPORT
FOR THE MONTH OF: SEPTEMBER
ENROLLMENT STATUS: (CURRENT)

wnssmsssnnnes ELTGIBILITY DATES

INDIVIINUAL 1D,
ro

912345678K RECIPIENT _ JOE D. 08/08/98 09/01/03 __ 12/31/03
123 MAIN STREET, NOWHERE NC 22231

| 987654321P RECIPIENT  JANE A, 10/26/56  09/01/03  10/31/03
: 123 ANY STREET, ANYWHERE NC. 22231

| 9999999998 RECIPIENT  JOHN E, ! 110273 09/01/03  09/30/03

i i 123 MY STREET. ANYWHERE NC. 22231

Note: This section of the report lists all Carolina ACCESS enrollees linked to your practice for the report month,

The eligibility “FROM” date listed for the client is always the current repart month. The “TO” date will vary depending on each client’s
Medicaid certification period.

This section of the report can be used to verify current month eligibility if a client has not received their MID card for the current month or fails
to bring the MID card to an appointment,
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Modified Example of the CA Provider Enrollment Report of Terminated Enrollees

CA PROVIDER ENROLLMENT REPORT
SECTION 3

“Terminated Enrollees™

- N DEPT e FUMAN KESO0RCET — S AGENOMBER
'PROVIDER NUMBER: 1234567 CAROLINA ACCESS DATE RUN:

PROVIDER NAME: DR. JOE PROVIDER PROVIDER ENROLLMENT REPORT

A TRt T E—
ENROLLMENT STATUS: (TERMINATED)

eeeemeererereerneee ELIGIBILITY DATES

| INDIVIDUAL LD. SEX...... BIRTHDAY
e e FROM 1O

| 912345678K __RECIPIENT __ JOE _D. 08/08/98 09/01/00  08/31/03
123 MAIN STREET, NOWHERE NC 22231 o e — :

| 987654321P ___RECIPIENT __ JANE A, : 10/26/56 04/01/03 093003

| 9999999998 ___RECIPIENT _ JOHN E, ; 11/02/73 06/01/03  09/30/03
123 MY STREET, ANYWHERE NC. 22231

Note: This section of the report lists all of the Carolina ACCESS enrollees “Terminated™ from your practice for the report month.

The eligibility “FROM” date and “TO” date listed for the client will vary indicating that:
. The client is no longer eligible for Medicaid; or
. The client is eligible for Medicaid but has selected another CA PCP, or has been granted an exemption for this report month; or

A change was made to the client’s file but was not entered into the system in time to generate a link to the “New Enrollee” section of the
report for this month.
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Example of Emergency Room Management Report

REPORT: HMSRE300M DIVISION OF MEDICAL ASSISTANCE PAGE: |
PRIMARY CARE PROVIDER DATE: /272003
EMERGENCY ROOM MANAGEMENT REPORT
FIN PAYER: NCXI1X AS OF DATE: 11272003

CLAIMS PAID DURING THE MONTH OF NOVEMBER 2003

COUNTY: ALAMANCE PCP: FUN FAMILY PRACTICE  PCP NUMBER: 1234567

ENROLLEE NAME MEDICAID PRIMARY REASON FOR VISIT BILLING PROVIDER Dos  Tos  PAID
NUMBER DIACG. AMOUNT

IDENTIFIED EMERGENCIES

CO0L WL F. 1234567809M TE06 PYREXIA UNKNOWN ORIGIN FUN HOSPITAL 10/26/03 11 82722
SMALL SALLY A, DRTAS4321P 92310 CONTUSION OF FOREARM CITY COUNTYHOSPITAL (018403 14 £99.73

TOTAL PALD AMT $126.95
TOTAL VISITS 2
OTHER ER CLAIMS

E3CHE JANE R. 123456798W 6929 DERMATITIS NOS LOCAL URGENT CARE /2803 08 2452
TOTAL PAID AMT 52E52
TOTAL VISITS I
AVERAGE PER VISIT $28.52

TOTAL ER PAID AMT  §15547
TOTAL ER VISITS 3
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Example of Referral Report

11272003 DIVISEON OF MEDICAL ASSISTANCE
HMER330] REFERRAL REPORT FOR CAROLINA ACCESS PRIMARY CARE PROVIDERS
FIN PAYER: NCXIX AS OF DATE: 1172772003

CLAIMS PAID IN THE MONTH OF: NOVEMBER 2003

PCP NAME: ASHE CO HEALTDEPT
PCP NUMBER: 1234567
TOTAL NUMBER OF ENROLLEES DURING THE MONTH: 396

REFERRAL PROVIDER NAME RECIPIENT NAME S5N DGR FDOS oS AMOLUNT

BOONE DERMATOGY CLINIC A SMITH JOE PLE=L11-F0T1 1271471986 1 H022003 HAO22001 S48.00
TOTAL # OF REFERRALS: |

FOTAL AMOUNT : S48

BOONE ORTHOPEC ASSOCIATS SMITH MARY [11=11=1111 0972771964 11052003 FLARS 2003 524901

BOONE ORTHOPEC ASSOCIATS SMITH SUE [11=11-1111 (091964 FLOSZ003 TLADS 2003 SI12R51
TOTAL # OF REFERRALS: 2

TOTAL AMOUNT ; 315762

PROVIDER JOHN R SMITH JOVHN Iii-11-1111 1145715991 11052003 114052003 F68.00
TOTAL # OF REFERRALS: 1

TOTAL AMOUNT ; L6800

TOTAL AMOUNT FOR PCP: 527352

}i{iii{XX}CKKEXXXJ{XX LOA RS SRS LR LRI HEEEEEEEEEE I LR EEEEEE ISR ELEEEEEEEEE SR LEEEESEEE S0 980
XX
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INSTRUCTIONS FOR QUARTERLY UTILIZATION REPORT

This report gives the PCP a detailed representation of the utilization of services by recipients linked with
the PCP’s practice. These reports are based on claims that were paid during the quarter prior to the report
date. This report can be a useful tool in assisting the provider with their internal utilization and quality
management programs.

There are 14 service categories listed on the top portion of the report, with an explanation of each listed on
the second page of the report. The 14 service categories are divided into 4 subcategories as follows:

1. Current Quarter PCP—PMPM (per member per month) is the cost for that quarter for each of the 14
service categories. The rate = units (claims) divided by quarterly enroliment x 1000. Rates and cost are
reported per 1000 members.

Current Quarter PCP Peer Group—Average rate and cost for all practices in your specialty for the
quarter in respective category.

Quarter Average for PCP Peer Group—Auverage rate and cost for PCP Peer group practices in
respective categories.

Quarterly Average—Totals for the last four quarters in respective categories.

IF YOU HAVE ANY QUESTIONS REGARDING THE QUARTERLY UTITLIZATION REPORT
CONTACT YOUR REGIONAL MANAGED CARE CONSULTANT
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Example of Quarterly Utilization Report

REPORT: HMSR205] NORTH CARCHINA MMIS DATE: 04200 HkM
CARDLINA ACCTSS QUARTERLY UTILIZATION REPLET
0004 - 03302004

PRACTICE MaAME WE CURE WHAT ALLS YOU MEDICAL OFFICE OFFICE MANAGER: PLEASE DISTRIBUTE THES
PROYIDER MUMBER: ARERREE REPCET T ALL PHYSICLANS
CAPCP TYPE (0 = GRFAMILY PRACTICE IN THE PRACTICE
COLNTY: 017 - CASWELL
CLURRENT (R CURRENT QTR OUARTERLY AVE
PCP FCP PO PEER GROUP LAST 4 QUARTERS - PLP
SERVICE CATEGORY RATE PRAPM RATE PPN RATE PRAPR

(1) PCPOFFICE SERVICES 256 K401 292 1563 232 51352

{21 TOTAL ERURGENT CARE SERVICES 28 3512 5] F7.44 48 5230
A IDENTIFIED EMERGENCY 19 am 38 biz.a2 ] 3548
H. NOM-EMERGENT 9 3241 I 3512 n Jraz

13 PFHARMACY By 3518 1504 3R172 T5H 1104

[4) HOSPITAL INPATIENT 9 £28.65 L 54520 3 1021

[5) TNPATIENT MENTAL HEALTH { B 1 156l ] £0,00

[6) SPECIALISTSREFERRALS LE BL3us 164 520066 bF 5207

(7) LABS 84 3184 w0 52,51 RS 2463
4

(8) M-RAYS I M43 52154 I 0.7
(%) MENTAL HEALTH OUTPATIENT 47 5569 @7 $24.48 6 299
{1 OUTPATIEN TAMBLILATORY 47 L1743 133 507 38 39 36

PMPM CALCULATHONS CURRENT QUARTER PCP LAST 4 QTRS EAST 4 QUAKTERS
PCP BCP PEER GROUVE Phibtd PP PEER GROLUT

[B1) PRIMARY CARE FROVIDER Staanl E1RO0T LL6. 4k 51753

{(12p ALL OTHER SERVICES £133.03 20857 B4 51 F2o07

{1 TOTAL SERVICES L4903 R3l66d LR 30860

(143 AVERAGE MONTHLY ENROLLMENT BY AGE: AGES 0-21 51 AGES = 21: 2 AVERAGE TOTAL MONTHLY ENROLLMENT. Tl
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Example of Quarterly Utilization Report, continued

(1) HUMBER AN ASSOCIATED 5 OF PCP OFFICE VISITS, INCLUBRING OFFICE LARSMRAYS AND HEALTH CHECKS

(3 FRAURGENT CARE WISITS AND ASSOCIATED &, IDENTIFIED EMERGEMCIES = DA DEFINED EMERGENCY DIAGNOSES (10549 BULLETIM)

(3} PHARMACY SERVICES AND ASSOCIA TED & FROM DRUG CLAIMS

41 HOSFITAL ADMISSIONS AND ASSOCIATED § (IMCEUDING ANESTHESIA)L MENTAL HEALTH AND IMNPATIENT PHYSICTAN COMNSULTA TICNS ARE MOT
INCLURELD.

{3} HOSPITAL ADMISSIONS AND ASSOCIATED § FOR MENTAL HEALTH

(B NUMBER AND ASSOUIATED B FOR REFERRAL SERVICES TO SPECIALISTS, OTHER OUTPATIENT PROVIDERS, AND [NPA TIENT PHYSICIAN CONSULTATIUNS
PO REFERRAL ¥ 15 ON THE CLAIM. (THIS DOES MOT INCLUDE R TST DR MENTAL HEALTH

(71 MUMBER AMD ASSOCIATED & IDENTIFIED FOR LABORATORY PROCEDURE CODES, PATHOLOOY MNOLUDED.

(] WUMBER AND ASSOCIATED § IDENTIFIED BY H-RAY PROCEDURE COTES. HERAPELTTC RADIATION SERVICES NOT MCLUDED.

(9} MUMBER AND ASSOCIATED § FOR O ITPATIEMT SERVICES RELATED TO MENTAL HEALTH

(L MUMBER AN ASSOCIATED § FOR HOSFITAL OUTEATIENT SERVICES. THIS RCLUDES AMBLULATORY, AMESTHESIA N AN OUTPATIENT SETTING, HOME
HEALTH, AND PTATST, ER AMD MENTAL HEALTH SERWECES MOT INCLUIFED.

LU QUARTERLY AND ANNUAL PR PR FOR POP SERVICES INCLUDING MAN AGEMENT FEES FOR PCP AND PCE PERR GROLP

(12 DUARTERLY AMD AMMLUAL PAER FOR LIMES 2-00 AND ALL NON-PCP SERVICES FOR CLIEMTS LINKED WITH THIS PROVIDER COMPARLED TOHPCF PFEER
GROLUP

(13 QUARTERLY ARD ANNUAL PMIM FOR ALL SERVICES FOR CLIEMTS LINEED WITH THIS PROVIDER COMPARED TO PCP PEER GROUP

{1471 AVERAGE MONTHLY NUMBER OF RECTPIENTS LINKED wWiTH THIS PO

MOTE: THESE FIGURES ARE BASED ON CLAIMS PROCESSED FOR SERWICES PROYIED DURING THE GUARTER REPORTEE)

SEDICARE CROSSOVER CLAIMS AND ADIUSTMENTS MUFT INCLUIYED
RATE = UNITS § QUARTERLY ENROLLMENT X 1000,
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List of Regional Managed Care Consultants

Consultant’s Name

Telephone Number

E-mail Address

Counties

Jerry Law

252-321-1806

Jerry.Law@ncmail.net

Beaufort, Bertie, Camden, Chowan,
Currituck, Dare, Edgecombe, Gates,
Greene, Halifax, Hertford, Hyde, Martin,
Nash, Northampton, Pasquotank,
Perquimans, Pitt, Tyrell, Washington

Rosemary Long

910-738-7399

Rosemary.Long@ncmail.net

Bladen, Brunswick, Carteret, Columbus,
Craven, Cumberland, Duplin, Jones,
Lenoir, New Hanover, Onslow, Pamlico,
Pender, Robeson, Sampson, Wayne

Lisa Gibson

919-319-0301

Lisa.Gibson@ncmail.net

Davidson, Davie, Forsyth, Guilford, Hoke,
Montgomery, Moore, Randolph,
Richmond, Rockingham, Scotland, Stokes,
Surry, Wilkes, Yadkin

Christopher Lucas

919-647-8176

Christopher.Lucas@ncmail.net

Alamance, Caswell, Chatham, Durham,
Franklin, Granville, Harnett, Johnston,
Lee, Orange, Person, Vance, Wake,
Warren, Wilson

LaRhonda Cain

919-647-8190

LaRhonda.Cain@ncmail.net

Alexander, Alleghany, Anson, Ashe,
Cabarrus, Caldwell, Catawba, Gaston,
Iredell, Lincoln, Mecklenburg, Rowan,
Stanly, Union, Watauga

Melanie Whitener

828-304-2345

Melanie.Whitener@ncmail.net

Avery, Buncombe, Burke, Cherokee, Clay,
Cleveland, Graham, Haywood, Henderson,
Jackson, Macon, Madison, McDowell,
Mitchell, Polk, Rutherford, Swain,
Transylvania, Yancey




Section 5 Submitting Claims to Medicaid

Time Limits for Filing Claims

All Medicaid claims, except inpatient claims and nursing facility claims, must be received by
EDS within 365 days of the first date of service in order to be accepted for processing and
payment. All Medicaid hospital inpatient and nursing facility claims must be received within 365
days of the last date of service on the claim.

Submitting Claims on Paper

When completing the paper claim form, use black ink only. Do not submit carbon copies or
photocopies, and do not highlight the claim or any portion of the claim. For auditing purposes, all
claim information must be visible in an archive copy. EDS uses optical scanning technology to
store an electronic image of the claim, and the scanners cannot detect carbon copies, photocopies,
or any color of ink other than black. Carbon copies, photocopies, and claims containing a color of
ink other than black, including highlighting, will not be processed and will be returned to the
provider.

Processing Paper Claims without a Signature

Providers are allowed to file paper claims without an original signature on each claim if the
provider submits a Provider Certification for Signature on File form. (Providers who file
claims electronically are not required to complete this form. Refer to Submitting Claims
Electronically, below.) Please note that out-of-state providers (providers more than 40 miles
from the North Carolina border) are required to have a signature on the claim.

Forms that must be signed must contain the provider’s original signature; stamped signatures are
not accepted. For group physician/practitioner practices or clinics, each attending provider must
sign a certification. Groups whose claims do not require an attending provider number—such as
home health agencies, hospitals, and facilities (including adult care)—should have the
certification signed by an individual who has authority to sign contracts on behalf of the provider.

To avoid EOB 1350 denials (which indicate that a Provider Certification for Signature on File
form has not been submitted), please contact EDS Provider Services at 1-800-688-6696 or 919-
851-8888 prior to submitting claims to verify that the system has been updated.

A copy of the form is available in Appendix G-21 or on the DMA Web site at
http://www.ncdhhs.gov/dma/forms.html. Fax or mail completed certifications two weeks in
advance of submitting claims without a signature.

Submitting Claims Electronically

Providers who plan to submit claims electronically must indicate their intention to do so by
agreeing to abide by the conditions for electronic submission outlined in the Electronic Claims
Submission Agreement.

The process of submitting claims to Medicaid through electronic media is referred to as
Electronic Commerce Services (ECS). EDS will process claims submitted through file transfer
protocol and asynchronous dial-up.

Billing electronically requires software that complies with the transaction standards mandated by
HIPAA. Refer to Section 10, Electronic Commerce Services, for additional information about
electronic billing and ECS services.




Billing on the CMS-1500/ CMS-1500 (08/05) Claim Form

Listed below are some of the provider types who bill Medicaid using the CMS-1500 claim form:

Ambulatory surgery center* e Independent practitioner
Audiology or speech pathology, e Local education agency
physical therapy, occupational therapy,
and psychological services, case
management services (DSS)

Certified registered nurse anesthetist*
Chiropractor*

Community Alternatives Program
Durable medical equipment*
Federally qualified health center*

Free standing birthing center*

Head Start

Health department

Hearing aid dealer

Mental health center

Nurse midwife*

Nurse practitioner*

Optical supply dealer
Optometrist*

Orthotics and prosthetics*
Personal care services
Physician*

Planned Parenthood (non-medical
doctor)*

HIV case management Podiatrist*

Home infusion therapy Portable X-ray

Independent diagnostic testing facility* Private duty nursing services
Independent laboratory™> Residential evaluation services
Independent mental health provider Rural health clinic**

*Some provider types are mandated to bill Medicaid using modifiers. Please refer to the April
1999 Special Bulletin 11, Modifiers, for Medicaid modifier usage guidelines.

**Modifier usage is subject to non-core services only.

Medicaid special bulletins are available on DMA’s Web site at
http://www.ncdhhs.gov/dma/bulletin.htm.

Note: Before billing, please refer to program-specific instructions for completing a claim. These
are available on DMA’s Web site at: http://www.ncdhhs.gov/dma/mp/mpindex.htm. Please note
claim form information in Appendix G.

Billing on the UB-92/UB-04 Claim Form

Listed below are some of the provider types who bill on the UB-92/UB-04 claim form:
e Adult care home

Ambulance

Area mental health center

Dialysis facility

Home health agency

Hospice

Hospital

Intermediate care facility for mental retardation

Nursing facility

Psychiatric residential treatment facility

Residential child care facility (Level 11, 111, and IV)

5-2




Billing on the ADA 2002/ADA 2006 Claim Form
Listed below are some of the provider types who bill on the American Dental Association (ADA)
claim form:

e Dentist

o Federally qualified health center (dental services only)

o Health department dental clinic (dental services only)

o Rural health clinic (dental services only)

Refer to Clinical Coverage Policy #4, Dental Services, on DMA’s Web site at
http://www.ncdhhs.gov/dma/dental.htm, for instructions on completing the ADA claim form.

New Claim Form Instructions

The following is reprint of a North Carolina Medicaid Special Bulletin issued in
December 2006 and revised in June 2007.

The CMS-1500 (12/90), the UB-92 and the American Dental Association (ADA) 2002 paper
forms have been revised and will be replaced with the new CMS-1500 (08/05), the UB-04 and the
ADA 2006 claim forms, respectively. Medicaid will begin accepting the claim forms effective
with the dates shown below. Paper claims submitted on the old forms will not be processed after
the date shown in the last column and will be returned to the provider. The intent of this bulletin
is to address claim form changes only. NC Medicaid programs and policies are addressed
separately and maintained by the authorized sections of DMA. For information related to
claim filing requirements and billing guidelines refer to NC Medicaid program information and
policies found at http://www.ncdhhs.gov/dma/mp/mpindex.htm.

Claim form

Medicaid will accept the new

paper form on:

Claims must be submitted on

the new format no later than:

CMS-1500 (08/05)

Jan. 1, 2007

July 1, 2007

UB-04

March 1, 2007

Final date to be announced

ADA 2006

March 1, 2007

November 15, 2007

The revised paper claim forms coincide with the implementation of the National Provider
Identifier (NPI) as the standard wunique health identifier for providers (see
http://www.ncdhhs.gov/dma/ for more information). N.C. Medicaid will allow a transition period
to convert from the old paper claim forms to the new claim forms. Each form contains specific
changes that will affect Medicaid claims processing, and specific time periods within which
particular information must be submitted. Explanation of Benefits (EOB) verbiage will be
changing to reflect the use of the revised paper claim formats. Please carefully review the
Medicaid-related guidelines in this Bulletin.




SECTION 6 DEFINITIONS

Atypical Provider: Provider who does not render health care services and is not eligible
for an NPI. Example: a contractor who builds a wheelchair ramp on a recipient’s home.

CA PCP: Carolina ACCESS Primary Care Physician

National Provider Identifier (NP1): New identifier issued through the National Plan and

Provider Enumeration System (NPPES) developed by CMS. NPI will replace all
Medicaid provider numbers currently used for billing purposes.

Qualifier: Identifies whether the number to the immediate right on the claim represents a
Medicaid provider number (1D for CMS 1500 and G2 for UB04) or a taxonomy code
(ZZ for CMS 1500 and B3 for UB04).

Taxonomy number: Code identifying a provider type and specialty

SECTION 7 OVERVIEW OF CLAIM FORM CHANGES

Pending NPI implementation, continue to bill using your Medicaid Provider Number.

The following table provides a brief overview of changes for all claim forms. These changes will
affect claims processing. Explanations of these changes and definitions of terms will be provided
in the following pages.

UB-04

CMS-1500

ADA

Carolina ACCESS NPI or
Medicaid Provider Number

Carolina ACCESS NPI or
Medicaid Provider Number

NPI—Billing and Attending

No Signature field

NPI—Billing, Attending or
Referring

Taxonomy—Billing and
Attending

NPI—Billing, Attending and
Referring

Qualifier 1D and ZZ

ZIP + 4 Code for Service
Facility Location and Billing
Location

Payer Code

Taxonomy—-Billing,
Attending

Medicaid Billing Provider
Number for Prior Approval
Purposes only.

Qualifier B3 and G2

ZIP + 4 Code for Service
Facility Location and Billing
Location

Taxonomy—Billing

Value Codes




ZIP + 4 Code for Service
Facility Location and Billing
Location

SECTION 8 CLAIM FORM INSTRUCTIONS

Because providers are allowed to submit both Medicaid provider information and NPI
information on claims during the transition period, there are two claim examples for each claim
form: one for revised claim transition and one for NPl implementation. Refer to NPI publications
for NPI implementation dates.

CMS-1500 (08/05) Changes Effective Jan. 1, 2007: Revised Claim
Transition

Please note: These instructions apply to N.C. Medicaid only and are not intended to replace
instructions issued by the National Uniform Claim Committee (NUCC). The NUCC
instruction manual can be found at www.nucc.org. NC Medicaid programs and policies are
addressed separately and maintained by the authorized sections of DMA. For information
related to claim filing requirements and billing guidelines refer to NC Medicaid program
information and policies found at http://www.ncdhhs.gov/dma/mp/mpindex.htm.

Field 17a: Enter either the referring provider (the Medicaid provider number) or CA PCP
provider number for claims requiring CA authorization (the Medicaid provider number)

or the CA ACCESS override number assigned by EDS in the shaded field 17a. Qualifier
1D must precede either of these numbers in the delimited block immediately to the right
of the field identifier “17a.”

Field 17b: The referring provider’s NPl or CA PCP NPI for claims requiring CA
authorization may be entered in this field. N.C. Medicaid requests that providers
immediately start submitting the NPI in addition to the Medicaid provider number.

Fields 24i and 24j, Attending Provider Number: If the procedure requires an attending
provider number, the attending number must be entered.

o0 Field 24j NPI (lower portion of the field): The attending provider’s NPl may be
entered in this field. N.C. Medicaid requests that providers immediately start
submitting the NPI.

Fields 24i and 24j (upper shaded portion of the field): Enter qualifier 1D in field
24i and the attending provider’s Medicaid number in 24j. After NPI
implementation enter the taxonomy code in 24j with qualifier ZZ in 24i (During
transition, taxonomy is not required).

o Field 32, Service Facility Location: Address where service was rendered, including ZIP +
4 Code.




Field 33, Billing Provider Information: Provider address must include ZIP + 4 Code.

Field 33a: Enter the Medicaid billing provider’s NPI. N.C. Medicaid requests that
providers immediately start submitting the NPI

Field 33b: Enter the Medicaid number, preceded by qualifier 1D. (This field is not
specifically delimited.) It is not necessary to enter a space between qualifier 1D and the
Medicaid number. After NPl implementation the taxonomy code with qualifier ZZ
should be entered (During transition, taxonomy is not required).




CMS-1500 (08/05) Form Instructions for Field Changes Effective
Jan. 1, 2007

Instructions for completing the standard CMS-1500 claim form as it relates to the claim
form field changes are listed below. Please note: These instructions apply to N.C. Medicaid

only and are not intended to replace instructions issued by NUCC. The NUCC instruction
manual can be found at www.nucc.org. Refer to NPI publications for NP1l implementation
dates. NC Medicaid programs and policies are addressed separately and maintained by the
authorized sections of DMA. For information related to claim filing requirements and
billing guidelines refer to NC Medicaid program information and policies found at

http://www.ncdhhs.gov/dma/mp/mpindex.htm.

Block

Block Name

Explanation

17.

Name of Referring Provider

or Other Source

Use for referring provider’s name.

17a.

Other ID Number

Use for CA override or Medicaid provider number
(for CA authorization) with qualifier 1D, or taxonomy
code with qualifier ZZ. During transition, taxonomy is
not required.

NPI

Use for referring provider NPI or Carolina ACCESS
PCP’s NPI for CA authorization.

19.

Reserved for Local Use

Please be aware that Medicaid will no longer use
block 19 for Carolina ACCESS.

241. (upper
shaded
portion)

Qualifier

Enter qualifier 1D if entering Medicaid provider
number or ZZ if entering taxonomy. During transition,
taxonomy is not required.

24). (upper
shaded
portion)

Rendering Provider ID
Number

Enter Medicaid attending provider number or
taxonomy. During transition, taxonomy is not
required.

24). (lower
unshaded
portion)

Rendering provider 1D
number

Enter attending provider NPI.

32.

Service Facility Location
Information

Enter the ZIP + 4 Code.

33.

Billing Provider Info and
Phone Number

Enter the billing provider’s name, street address
including ZIP + 4 Code and phone number.

NPI

Enter the billing provider’s NPI.

Other ID Number

Enter the Medicaid provider number with 1D qualifier
or taxonomy with ZZ qualifier. During transition,
taxonomy is not required.

Note: Quick Reference Guides for Carolina ACCESS Provider on pages 17-21




CMS 1500 Example Effective January 1, 2007:

L1500)  Reyised Clalm through NP1 Implementation Date (to be
HEALTH INSURRNGE &L

spproveD ev nation DM EGhohrrree oeos
[TT e~ FIGA

— —
1. MEDIGARE MEDIGAID THIF‘AFEE CHAMPYA GROH COTHER | 1a. INSURED'S 1.0 NUMBER (Fer Program in term 1)
H EAL H FLAN BLK LLING

Dmfsd.mrs n}DrMan’-m-d .-;|:| rqp.msurs SEN) |:| MambesriDH) |:| {SEN ar D) |:| fa5N) I:‘"D

2. PATIENT'S NAME (Last Name, First Mams, Midde Iritisl) 3 Pﬁ[‘IENT %EIRTH %TE SEX 4. INSURED'S MAME {Last Mame, First Marne, Middls Initial)
|

|

|| M | e[ ]

5. PATIENT'S ADDRESS (Mo, Street) & PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No., Strest)

selflj Spouse|:| m-i|d|:| Olhellj

CITY STATE |8 PATIENT STATUS CITY STATE

single || Waried| | other[ |

ZIP CODE TELEPHOME (Irelude Area Cods) ZIP CODE TELEPHOME (Include Arsa Codea)
Full-Tirne Part-Tirns|

} Employed D Student Student l:l ( }

6. OTHER INSUREL'S MAME (Last Mame, First Mame, Middle Initial) 10. 15 PATIENT'S CONDITION RELATED T 11. INSURED'S FOLICY GROUP OR FECA NUMBER

a OTHER INSURED'S POLIGY OR GROUP NUMBER a. EMPLOYMENT? (Gurrent or Previous) a. INSLIHE‘EF)"'S DAI'jl'E OF BIE!{'I:{H

| |
e [w | un
b. OTHER INSURED'S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLAGE (State) | b EMPLOYER'S NAME OR SCHOOL NAME

ND

. |3 e[ [Jves  [Jwo |
. EMPLOYER'S NAME OR SCHOOL NAME c. OTHER ACCIDENT? . INSURANGE PLAN NAME OR PROGRAM NAME
|:| YES |:| NO

d. INSLURANCE FLAN NAME D FOR LOCAL USE . 15 THERE ANCTHER HEALTH BENEFIT FLANT

. . |:| YES |_| MO ¥ yes, raturmn to and complets item 9 a-d.
17a Enter quallfler 1D and IS FORM. 12 INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | awthorize

RE]
12 PATIENT'S OR AUTHOR 1 1 edical or other information necsssany ment of medical bensfits to the undersigned physician or supplier for
to process this claim. | als MEdlcald CA PCP for CA & parly who accepts assinment E:ryqicas describad beldow. 9 Py e
authorizations, referring

bedow,
SIGNED provider or CA override SIGNED
14 DATE OF CURRENT: . . HAD SAME OF SIMILAR ILLNESS. |46, DATES PATIENT UNABLE TG WORK IN CURRENT OCCURATION
il BSI i number (|f app||cab|e)_ TE &‘Ai B8 ! R crom o) INBE ! e o MM DD Y
17. NAME OF REFERRING PROVIDER OF OTHER SOURGE I () HospwﬁHz'm%H DL'«.TESVQ_ELATED TO CURFENT SERVICES,

FROM

PATIENT AND INSURED INFORMATION ———— > | <4—CARRIER—»

7Y
1o FECERVED FOR LOCASE 17b: NPI for CAPCP for  [* ™" Y 241 and J: Enter qualifier

I CA H H I:‘YES
. LR [Rslate e aUthorlzatlons or 22 M AIDH
19: No longer used for referring provider. HEE

Carolina ACCESS. S
2| . 4|
24 A DATE(S) OF SERVICE A . C. PROCEDURES, SEF!‘.flr‘ES OR SUPFLIES E. F.

From To

A H. L W
(Explain Unusual Cireurnstances) DIAGMOSIS Farrdy A REMDERING
MM i) Y KM DD / EMG | CPT/HCPCS | MODIFIER POINTER $ CHARGES 5 PROVIDER ID. #

|
| NPI.

32: Rendering location |
| address. Must include |

| ZIP + 4 Code. L | | 33:Billing provider

| 1 1 |
25, FEDERAL TAX |.D. NUMBER e T Ai v | 27, AGSEPT ASSIGNMENT? |25, TOTAL CHARGE =&l information. Must include

1D and Medicaid attending
provider number.

CIAN OR SUPPLIER INFORMATION

I [Jves [ Jno s { % | ZIP+4 Code.

3. SIGNATURE OF PHYSICGIAN OR SUPFLIER 32, SERVICE FACILITY LOCGATION INFORMATION 32 BILLING PROVICER INFO & FH 4
IMCLUDING DEGREES OR CREDENTIALS
(| zertify that the statements on the reverse ~
apphy to this bil and ars mads a part thereof.)

SIGNED DATE & : T |h
L=

NUCC Instruction Manual available at: www.nucc.org |
33a: NPI for billing provider. 33b:
Enter qualifier 1D and Medicaid
provider number.




Section 5 CMS-1500 Example: Effective with NPI

Implementation Date (to be announced). Refer
VTR to future NPI publications for NPI

(1500
HEALTH INSURANCE CLAIM FORM

APPROVED BY MATIONAL UNIFORM CLAIM COMMITTEE 0805

—|_|_|PIOA

PICA

1. MEDICARE MEDICAID TR CHAMPYA GROUP

TRicARE T OTHER | 1. INSURED'S I.D. NUMBER {Far Pragram in fiem 1)
I:lr'ﬂfan’-’rsrs .a,||:|r'm:r.'na-':r 4 D (Bponsor’s SSN) |:| MamberiD#) |:| (8N or ID) |:| [SEN) 1|:|r'.'5‘,l

2, PATIENT'S HAME (Last Nams, First Name, Midde Iritial) a Pﬁ“ENT'S EIRTH DATE SEX
|

I oo ! Y MD FD

4. INSURED'S MAME (Last Marne, First Narme, Middls Initial)

5. PATIENT'S ADDRESS (Mo, Street) €. PATIENT RELATIONSHIP TO IMEURED

sa|f|:| Spouae|:| m-i|c||:| on-.erD

7. INSURED'S ADDRESES (Mo, Strest)

CITY STATE | 8 PATIENT STATUS

ZIF CODE TELEFHOME (Include Area Code)

Full-Time Part-Time
Employed l:l Student Studenit

single || Mamied[ | other[ |
] C

CITY ETATE

ZIF CODE TELEPHOME (Include Arsa Cods)

a OTHER INSUREL'S FOLICY OR GROUP NUMBER a FMPCYENT® {Currant or Previons)

b. OTHER INEURED'S DATE OF BIRTH 17a: Enter qualifier 1D and
| | | v[] | CA override number (if
& EMPLOYER'S NAME CR SCHOOL NAME apphcable) OR quallfler ZZ

0. OTHER INSURED'S NAME (Last Mame, First Mame, Middle Initial) 10. 1S PATIENT'S COMDITION RELATED TO:

11, INSUREL'S POLICY GROUP OR FECA NUMBER

a. INSUREL'S DATE OF BIRTH SEX
MM, DG oYY

| ML ]

b. EMPLOYER'S NAME OR SCHOOL NAME

. INSURANGE PLAN NAME OR PROGRAM MAME

d. INSURANCE PLAN NAME CR PROGRAM NAME and referring prOVider’S A
taxonomy number. Referring

PATIENT AND INSURED INFORMATION ————— | <— CARRIER—»

d. I5 THERE ANCTHER HEALTH BENEFIT PLAN?
l:l YES |_| NO ¥ yes, raturn to and complete item 9 a-d.

FEAD BACK OF FORM BEH taxonomy code is not

12 PATIENT'S OR AUTHORIZED PERSON'S SIGNAT
] a5 this daim. | al t tof H
bc_‘%l:?sss 5 claim. | also request payment of govem| requ”.ed

SIGNED DATE

12, INSUREL'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payrment of medical banefits to the undersignad physician or supplisr for
services described below,

SIGNED

PREGNANCY{LMP)

14 BQTT OEE/LEHHEW: ‘ :hﬁ[‘é?ﬁ;zgrg:gﬁngnﬂml CR 15 HEA.II;IE!ST TEW{‘%L}E BB SIIMIL&?E? ILLNESS. [16. DATES mTI;ENE)HN?BLE\TQ WORK I:;}UmHME NIT %CD'.’.}LIIPATI%I:I
1 1

FROM I I

17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a. |

1 I I
18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM Co ki MM DD WY

19. RESERVED FOR LOICA*SE +

17b: NPI for CA PCP for
I mrremener]  CA authorization or

19: No longer used for

Carolina ACCESS. referring provider.

FROM .
20, QUTSIDE LY

[Jves | 241 and J: Enter qualifier
2 yepane ZZ and attending
taxonomy code.

23, PRIOR ALIT]

2, 4

2. — L
24 A DATE(S) OF SERVICE B. C. | O. PROCEDURES, SERVICES, OR SUFFLIES E. F. X X y J.

From To PLACE {Explain Unusual Circumstances) DIAGNOSIS [l 'HENDEHING
MM oo Y MM DD YWY [SERVICE| EMG | CPT/HCPCE | MODIFIER FOINTER § CHARGES FROVIDER 1D, #

24J: Attending provider /]
NPI. Required if billing
with group NPI.

32: Rendering location

I NP

BICIAN OR SUPPLIER INFORMATION

address. Must include
ZIP + 4 Code. |

33: Billing provider

LI [Jves [ wo

I I
26, FEDERAL TAX 1.D. NUMEER 2?%&3%%@"%5@4%5NT9 28, TOTAL CHARGE

| information. Must include

5 | ¥

4. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FAONEITY LOCATION INFORMATION
INGLUDING DEGREES ©R CREDENTIALS
(| certify that the statements on the revarse
apply to this bll and are made a part thereof.)

@ oms rrovenmroarns  ZIP + 4 Code.

SIGNED DATE =

|h

NUCC Instruction Manual available at: www.nucc.org

ADDDALICH CRAD (000 O000 ErDRS Seac 0NN N0 N0

33a: NPI for billing provider. 33b:
Enter qualifier ZZ and taxonomy.




UB-04 Changes Effective March 1, 2007: Revised Claim
Transition

Please note: These instructions apply to N.C. Medicaid only and are not intended to
replace instructions issued by the National Uniform Billing Committee (NUBC).

The NUBC instruction manual can be found at www.nubc.org. Refer to NPI
publications for NPl implementation dates. Changes to NC Medicaid programs and
policies related to the implementation of the UB04 claim form will be addressed in
separate bulletins. Information regarding NC Medicaid filing requirements and
billing guidelines can be found at http://www.dhhs.state.nc.us/dma/mp/mpindex.htm.

Form locator 1: Name and service facility location (address must include ZIP + 4 Code)
of the provider

Form locator 2: Billing name and address (address must include ZIP + 4 Code) for the
payment if different than that of the provider in FL1.

Form locators 39-41 (Value Codes): Use value codes to identify covered days (80), non-
covered days (81), co-insurance days (82) and lifetime days (83). Refer to the UB-04
manual for other value code definitions.

Form locator 56 (NPI): Billing provider’s NPI. Enter the billing provider NPI. N.C.
Medicaid requests that providers immediately start submitting the NP1 with their
Medicaid provider number.

Form locator 57 (Other Payer ID): Enter the billing provider’s Medicaid number on line
A, B or C, to correspond with the Medicaid payer name.

Form locator 76: (Attending provider): Enter the attending provider’s NP1 in the first
space of this form locator, if applicable. Enter the attending provider’s Medicaid provider
number in the second space with qualifier G2, if applicable.

Form locator 78 (Other): Enter qualifier DN for Referring Provider in the first space. The
NPI of the CA PCP for claims requiring CA authorization or the referring provider may
be entered in the second space identified as NPI. Enter either the CA PCP Medicaid
provider number for claims requiring CA authorization, referring provider or the CA
ACCESS override number assigned by EDS with qualifier G2 in the third and fourth
space identified as QUAL field.

Form locator 81 (Code-Code): Enter qualifier B3 and the billing provider taxonomy code.
During transition, taxonomy is not required.




UB-04 Form Change Instructions

Instructions for completing the standard UB-04 claim form as it relates to the claim form
field changes are listed below. These instructions apply to N.C. Medicaid only and are not
intended to replace instructions issued by NUBC. The NUBC instruction manual can be
found at www.nubc.org. Refer to NP1 publications for NP1 implementation dates. NC
Medicaid programs and policies are addressed separately and maintained by the authorized
sections of DMA. For information related to claim filing requirements and billing
guidelines refer to NC Medicaid program information and policies found at
http://www.ncdhhs.gov/dma/mp/mpindex.htm.

Form Requirements Explanation
Locator/Description
1. Provider Required Enter the provider’s name and the service
Name/Address/ facility location. The ZIP code must be in the
City/State/Zip ZIP + 4 format.

Enter the provider’s name and address (address
must include ZIP + 4 Code) for the payment if
different than that of the provider in FL1.

2.Pay-to Name/ Address/ Required
City/State/Zip

39.-41., a—d Required, 80 Covered Days

Value Codes and where 81 Noncovered Days
Amounts applicable 82 Co-insurance Days

83 Lifetime Reserve Days

NC Medicaid programs and policies are addressed separately and
maintained

by the authorized sections of DMA. For information related to clai
filing requirements and billing guidelines refer to NC Medicaid
program

information and policies found at

http://www.ncdhhs.gov/dma/mp/mpindex.htm.

50. Payer Name Required Enter the name of the insurance payer and the

two-character payer code.

Payer Codes for NC Medicaid is -

Medicaid MC

56. NPI Required Enter your National Provider Identification

number.

57. Other Provider ID Required Enter the Medicaid provider number without a

qualifier

76. Attending Provider Required, Enter the attending provider’s NPI or Medicaid
Information where provider number and G2 qualifier.

applicable




Form
Locator/Description

Requirements

Explanation

78. Carolina Access
PCP/Referring Provider

Required,
where
applicable

Enter DN then the NPI for the CA PCP for
claims requiring CA authorization or Referring
provider if applicable.

Enter the CA override or Medicaid provider
number for claims requiring CA authorization
or Referring provider with G2 qualifier, if
applicable.

81. Code —Code Field

Required

Enter qualifier B3 and the Billing provider
taxonomy code. During transition, taxonomy is
not required.

Note: Quick Reference Guides for Carolina ACCESS Provider on pages 17-21




Section 6 UB-04 Example Effective March 1,
2007 through NP1 Implementation Date (to
2 - announced). -

1
=720 > T ST T
FL1: Name and service I |

facility location for
provider (must include
ZIP + 4) Code).

4 TYPE
CIFBILL

FL2: Name of billing L_ OEOE

wee w9 |ocation for provider = ol
. e L | [

ceomeee | (Must include ZIP+4) if == = BCCFREIICE SR

- = different from FL 1. HEE

) VALUE CODES VALUE CODES “ VALUE CODES

40
CODE AMOUNT CODE AMOUNT CODE AMOUNT

43 DESCRIFTION 44 HCFCS ! RATE ! HIFFS CODE |4s EEF. DATE |4assn‘.< uNTE |-1?E! CHARGES

New value codes to report
covered/non-covered days, co-
insurance and lifetime reserve.

FL 56: Billing provider
FL 50: New two- NPI.

digit code
identifying payer.

CREATION DATE OTA

A HAME 51 HEALTH PLAN ID Tu:"él 2oy | 5+ PRIOR REYMENTS 55 EST. AMOUNT DUE

s

FL 57: Medicaid
provider number
(required).

58 NSURED'S NAME 80 INSURED'S UMICUE ID &1 GROUP NAME

B3 TREATMENT AUTHORIZATION CODES B4 DOCUMENT CONTROL NUMEER

FL 76: Attending FL 76: Attending Medicaid provider
NPI. number. Use qualifier G2/

— 7

oL PROCEDURE oo e e " EATTENDING W Joua] ™ T

LAST |FIRS'I'

7T OPERATING }dn | |0.l0.L| |

80 AEMARKS 70 OTHER J,Pun | |o.m_| |
prtren [ fun — \\
BG4 CHE-1450 ‘APPAGED GWE i, T = = FL 78:. Use qualifier G2 then the
. FL 78: Use DN qualifier then the MEd_'C_a'd CA numbgr fo_r claims
FL 81: Billing CA PCP NPI for claims requiring requiring CA authorization or
provider taxonomy. CA authorization or Referring Referring provider number or
Use qualifier B3. CA override number.

provider or referring provider’s

5-13




Section 7 UB-04 Example: Effective with NPI
Implementation Date (to be announced).
Refer to future NP1 publications for NP1

b ML
REC.#

& FED. TRX MO,

THROUGH

FL1: Name and service o
facility location for FL2: Name of billing
provider (must include location for provider  freme———

7P + 4 (must include ZIP+4) [
B "B T if different from FL 1 }m“%m B

DCCURRENCE SPAN
FROM THROUGH

] VALUE COCES WALLUE CODES WALUE CODES
CODE AMOUNT AMOUNT CODE AMOUNT

43 DESCRIFTION 44 HCFCE ! RATE ! HIFFS CODE

New value codes to report
covered/non-covered days, co-
insurance and lifetime reserve.

FL 56: Billing provider
FL 50: New two- NPI.
digit code
identifying payer.
o o CREATION DATE OTA

50 FUYER NAME 51 HEALTH PLAN ID [ee] |25l 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE

5T
OTHER
PRV ID

58 NSURED'S NAME 80 INSURED'S UNIUE ID &1 GROUP NAME 82 NSURANCE GROUP NO.

63 TREATMENT AUTHORIZAT IOM CODES 54 DOCUMENT CON —— E& EMPLOYER MAME

FL 76: Attending
NPI.

T T
TIPS 2 ‘

COOE
PRINCIFAL PROCEDURE OTHER PROCEDURE E OTHER PROCEDURE
CODE DATE CODE DATE CODE DATE TE ATTENDING P'JP'

LasT
THER FROCEDURE - OTHER PROCEDURE
CODE DATE CODE DATE i S b’“"

| LasT
80 REMARKS Q‘Cﬂ 78 D'I'HEw P‘JP!
/* 92/ [EimsT

° 73 OTHER |

: | FL 78: Use G2 qualifier then the
o o FL 78: Use DN qualifier then | | CA override number (if

the CA PCP NPI for claims applicable).

requiring CA authorization
or Referring provider or
referring provider’s NPI.

FL 81: Billing
provider taxonomy.
Use qualifier B3.

5-14




SECTION 9 INSTRUCTIONS FOR THE 2006 ADA CLAIM FORM

Please note: These instructions apply to N.C. Medicaid only and are not intended to replace
instructions issued by the ADA. The ADA instruction manual can be found at www.ada.org.
Refer to NP1 publications for NPl implementation dates. NC Medicaid programs and
policies are addressed separately and maintained by the authorized sections of DMA. For
information related to claim filing requirements and billing guidelines refer to NC Medicaid
program information and policies found at http://www.ncdhhs.gov/dma/mp/mpindex.htm.

ADA Changes Effective March 1, 2007: Revised Claim Transition

Field 35 (Remarks): Enter the billing provider’s taxonomy code.

Field 48 (Address): Enter the provider address information which must include the ZIP +
4 Code.

Field 49 (NPI): Enter the billing provider’s NPI number.

Field 52A (Additional Provider ID): Enter the Medicaid billing provider number. After
NPI implementation, the Medicaid billing provider number is required for prior approval
purposes only.

Field 54 (NPI): Enter the attending provider’s NPl number.

Field 56 (Address): Enter the provider address information which must include the ZIP +
4 Code.

Field 56A (Provider Specialty Code): Enter the attending provider’s taxonomy code.

Field 58 (Additional Provider ID): Enter the Medicaid attending provider number. After
NPI implementation, the Medicaid attending provider number is no longer required and
should not be entered on the request.




ADA Claim Form Instruction Changes

Instructions for the 2006 ADA Form as it relates to the claim form field changes are listed
below. Please note: These instructions apply to N.C. Medicaid only and are not intended to
replace instructions issued by the ADA. The ADA instruction manual can be found at
www.ada.org. Refer to NPI publications for NPI implementation dates. . NC Medicaid
programs and policies are addressed separately and maintained by the authorized sections
of DMA. For information related to claim filing requirements and billing guidelines refer
to NC Medicaid program information and policies found at
http://www.ncdhhs.gov/dma/mp/mpindex.htm.

Field Number | Field Name Explanation

35 Remarks Enter the billing provider’s taxonomy code.
48 Billing Address, City, Enter the address, including ZIP + 4 Code.
State, Zip Code

49 NP1 Enter the billing provider’s NPI.
Additional Provider ID | Enter the Medicaid billing provider
number. After NPI implementation, the
Medicaid billing provider number is
required for prior approval purposes only.

Enter the attending provider’s NPI number
for the individual dentist rendering the
service. This number should correspond to
the signature in field 53.

Address, City, State, Enter the address, including ZIP + 4 Code.
Zip Code

Provider Specialty
Code

Additional Provider ID | Enter the Medicaid attending provider
number. After NPl implementation, the
Medicaid attending provider number is no
longer required and should not be entered
on the request.

Enter the attending provider’s taxonomy
code.




ADA Example Effective March 1, 2007 through NP1 Implementation

ADA Dental cla) D@te (to be announced).

HEADER INFORMATION
1. Typeof Transaclion (Mark al applicatle boxes)
[7] statement of Actual Serviees [ meest tor Prevetamination fPreautornization
(] epsoT ke i
2 Predetrminakion fPreauthoizaion Number POLICYHOLDER/SUBSCRIBER INFORMATION (For Insurance Company Named in #3)
12. Poficyprider Subeon ber Name (Last, Rrst, Middle i, Suiing, Adess, City, State, Zip Cote

INSYRANCE COMPAN Y/DENTAL BENEFIT PLAN INFORMATION
3 CompanylFlan Name, Addess, City, State, Zip Code

13, Date of Hrih (MADOICCYY) 15. Polic yholder Subscriber 1D (SSN or ID8)

OTHER GOVERAGE 16, Plan &Sroup Nuem ker
4. OMher Dental o Medical Coverage? || Mo {Skips-11) [ s iwompiet 5113
5. Nama of Policyholdsr/Bubscrier in #4 (Last First, Midde Inikal, Sulkx) PATIENT INFORMATION
187 ip o Folcyhod
6. Dale of Brih (AMDDCCYY) 7. Gender B Polie hckier Bubscn bar 10 (SSN o D) E e
N
9. Plan /Group Number 10. Patent's Ratlicnship 1o Persca Namedin #5
[Jet  [dswose [ Joependent [ ] omer

11, Ciher Insurance Compan yDental Benedt Flan hame, sddress, Cily, Stale, Zip Code

tien! ID/ACCoUNt # (Asspned by Dentst)

REGORD OF SERVICES PROVIDED
e e e I e e—"
(MDY ) Tkty | sEm o Letlers)

wlo|w|o|o]sle|w] =

Primary
0 EJF G H 1
o Plo N M L K

35: Billing taxonO{ny.

ANCILLARY CLAIM/TREATMENT INFORAMATION
(0t the freatment plan_and Bisor ;E 20, Placa of Treatment 39, hurn e of Enchosures (@O0 1099
C8s and mater|als ng by Lal gﬁu‘p’mluw by FRaGgapns) 8l egel]  MIGHIE)
el practic Bt wi rentitngat or a prin of | [ Provict's oftee [ ospiat [ JEcF [ ame I O D R |
t permi e i

o o 40 i Treatment e Crivodontics? 41. Date Appliante Flaced (NWVDDHOC'Y)
X [(Ono mipei-4z [Jres anpete 41-42)
PalentiGuardian signanre 42 hontha of a3 E i 44 Date Pricr Placemen | (MWD DICCY'Y)

Ramaining

[ e [ ves ¢oamptete aay
45, Treaiment Fiesulfng fom

denfis! or dentd enfy

m.|mwwmwumww%mmm payaie o me, diecty o the

[] apaccioant [ cmer accicamt

]énmnm sy : 54: Attending NPI. [ 47. mim Accicent Sate

BILLING DENTIST OR DENTAL ENTITY (Leave tank il denti ATMEN
cam on ochall of e pien] o insuredsubscriber)

56A: Attending taxonomy.

X

Hered rnn* Denlish Taie
54N 5. Licensa Mumbes
86 Address, Cily, S, 2pCom %

49 NP ‘mumuum
X

2. Fh .
ona |52A§%ﬂ_aenallo

. Name, Addrese, City, State, Ap Coda

<+—
R ] - o R ¢ -\ PR - 58: Attending

2006 Americh = . .
A o e, B, 004 \ wanmimeaang  Medicaid provider
number.

N
52A: Billing Medicaid 48 &\56: Address
49: Billing NPI. provider number. including ZIP + 4
Code.




ADA Example: Effective with NPl Implementation
Date (to be announced). Refer to future NPI

204 Dertal ¢. 1 hlicAtions for NP1 Im

HEADER INFORMATION

1. Typeol Transaclion (Mark a1 appicatie boxes)
[] statement ot aetual Services [ Reuwest sor Frecetwminatn frreauhornzaton
[] epsoT e

nlementatinn NDates

2 Pradetarriination Jereauthoizaion Mumben

POLICYHOLDER/SUBSCRIBER INFORMATION (For Insurance Company Mam e in #3)

INSURANCE COMPAN YDENTAL BENEFIT PLAN INFORMATION
3 Commny/Man Mame, Addess, City, Skie, Aip Code

12 Pileyhrider/Subeen ke Mame: (Last, Fitst, Middle hisa), Sullg, Aditess, Gy, Slale, 2ip Code

13, Date of Hrih (MADOICCYY) 15. Polic yholder Subscriber 1D (SSN or ID8)

f—
OTHER COVERAGE
4, OMher Dental o Medical Coverage? || Mo (SkipS-11) [ s iwompiet 5113

16, Plan 1Group Mo ber

3. Narna of Policyholcir /Eukscrier in #4 (Last, Firsl, Mdde Inial, Sulk)

PATIENT INFORMATION

6. Date of Brih (AMIDDCCYT 7. Cender B Polie yholdar Subecriber 10 (S5 ar ID4)

18.F ip o Folcyh

mES

O O+

18. Patient's Ratationship o Perscn Mamadin 45

[Jet  [dswose [ Joependent [ ] omer

11, Ciher Insurance Compan yDental Benedt Flan hame, sddress, Cily, Stale, Zip Code

9. Flan /Group Number

RECORD OF SERVICES PROVIDED

24, Procedre Cate 19 freal 26,
T
(MAEDTCCY Y %&g e

27. Taolh Munbeis)
SrEm o Letleris)

w|lplu|la|a]alae|w| =

35: Billing taxonomy.

ANCILL ARY CLAIM/TREATMENT INFORMATION

w | it
i 'mmng am;p:rlm of

39. Num

e of Enclosures [0 1090
Fadagaphls)  Oisl naged)

MocHiF]

L]

8. Place of Trealment

[ pronict's ottce [ mospta [ JEcr [ amer

ol my

40, 15 Treatnent v Crinodontics? 41. Date Appiance Flaced (WMADDICCT Y)

FaientiGuearian signaiure O

[Cno tsipai-4z  [Jres tcanpete 2142

42 Nonhe of
Famaining

44. Date Fricr Placemen | (MWD DICCY )

4 *
[ e [ ] ves campiete a4y

7. | heretsyauhortze and d ect pa
denliel or dentd anfily

45, Treaiment Fesulfng fom

[ oxcupaonal itnees injury [ amaccicent [ ome accicsnt

X
5 Decriber sgElIg

46, Date ot Accident (MAWDDICCYY) | A7 Auto Accident Biate

BILLING DENTIST OR DENTAL ENTITY (]
chaim on bdhall o e gliient o insured Bubscriber]

54: Attending NPI. Requir
billing with group NPI.

£, Name, Addrese, City, State, Ap Coda

56A: Attending taxonom

"REATMENT LOCATION INFORM ATION
d if
¢ ,

IO

54. NFI 6. Lcenss Murmbes

51. BN oF

0. License humbsar

L 2

5. Address. City, Shle, 3p Code

gh Pﬁ%

[52 fetfenat,

Priow cer
—

158 afisenal

57 mm

r——————
To Feorder call 1-B00HM 7-4746

ental Association
1, A2, 4O, J404)

or op nling al wew.adacatalog org

48 & 56: Address

49: Billing
NPI.

52A: Billing

number, for prior
approval purpose
only.

Medicaid provider

including ZIP + 4
Code.

S

5-1

8




SECTION 10 QUICK REFERENCE GUIDES FOR
CAROLINA ACCESS PROVIDERS

Significant changes regarding the placement of Carolina ACCESS information have
occurred on both the CMS-1500 and the UB-04 claim forms. Outlined below are specific
timeframes and requirements for recording Carolina ACCESS PCP numbers, Carolina ACCESS
overrides and referring provider information on the claim. Please make note of these filing

requirements.

CMS-1500 (08/05)
Claims Processed with CA PCP Authorization and/or CA Override
Transition Dates: Jan. 1, 2007, until NP1 implementation

Effective July 1, 2007, providers must submit on the new CMS-1500 (08/05) claim form.
Providers filing on the new CMS-1500 (08/05) claim form must follow the process below for
claims received from Jan. 1, 2007, until NPI implementation.

Block

Block Name

Required
Field
Yes / No

Value

Explanation

17

Name of
Referring
Provider

No

17a
(smaller
shaded box)

Qualifier

Yes

1D

Qualifier 1D represents
Medicaid provider number.

17a
(larger
shaded box)

PCP Referral
Number or CA
Override
Number

Yes

Medicaid
Provider # or
CA Override #

Enter the CA PCP referral
number (Medicaid provider
number) or the CA override
number assigned by EDS.

17b

NPI (National
Provider
Identifier)

NP1 Number

The CA referral information
is processed from block 17a.




CMS-1500 (08/05)
Claims Processed with CA PCP Authorization
Effective with NP1 implementation

Block Name

Required
Field
Yes / No

Value

Explanation

17

Name of
Referring
Provider

No

17a
(smaller
shaded
box)

Qualifier

No

17a
(larger
shaded
box)

Taxonomy
Number of
Referring
Provider

17b

NPI

CA referring
provider’s NPI
number

This is a required field.

Note: If any value is entered in field 17a other than ZZ or blank, the claim will deny. If you
enter a ZZ qualifier in field 17a you must enter the taxonomy number in field 17a or the claim

will deny.

CMS-1500 (08/05)
Claims Processed with CA Override

Effective with NP1 implementation

Block Name

Required
Field
Yes / No

Value

Explanation

17

Name of
Referring
Provider

No

17a
(smaller
shaded box)

Qualifier

Qualifier 1D represents
Medicaid provider number.
If any other value is
entered, the claim will be
denied.

17a
(larger
shaded box)

CA Override
Number

EDS-issued
override
number

17b

NPI

Will not have NPI of
referring provider.




UB-04
Claims Processed with CA PCP Authorization/Referral or CA Override
Transition Dates: March 1, 2007, through NP1l implementation

Providers filing on the new UB-04 claim form must follow the process below for claims received from March 1
until NPI implementation.
Form Locator Description Required Value Explanation
Field
Yes/ No

78 (blank field 1) | Provider Type | Yes DN indicates referring provider.
Qualifier Code
78 (blank field 2) | NPI No
78 (blank field 3) | Qualifier Qualifier G2 represents Medicaid
provider number.

If any other value is entered, the claim
will be denied.

78 (blank field 4) | PCP Referral Medicaid Enter the current CA PCP number
Number or CA provider # or (Medicaid provider #) or the CA
Override EDS-issued CA | override number assigned by EDS.
Number override #
78 (blank field 5) | Last Name of
Last Referring
Provider

78 (blank field 6) | First Name of
First Referring
Provider




UB-04
CA Claims Processed with PCP Authorization/Referral
Effective with NPI implementation

Form
Locator

Description

Required
Field
Yes/ No

Value

Explanation

78 (blank
field 1)

Provider
Type
Qualifier
Code

Yes

DN indicates referring
provider.

78 (blank
field 2)

NPI

CA referring
provider’s
NPI number

This is a required field.

78 (blank
field 3)

Qualifier

78 (blank
field 4)

Other
Provider
Identifier of
Referring
Provider

78 (blank
field 5)
Last

Last Name of
Referring
Provider

78 (blank
field 6)
First

First Name of
Referring
Provider




UB-04
CA Claims Processed with CA Override Number
Effective with NP1 implementation

Form
Locator

Description

Required
Field
Yes/No

Value

Explanation

78(blank
field 1)

Provider
Type
Qualifier
Code

Yes

DN indicates referring
provider.

78 (blank
field 2)

NPI

78 (blank
field 3)

Qualifier

Qualifier G2 represents
Medicaid provider
number.

If any other value is
entered, the claim will be
denied.

78 (blank
field 4)

CA Override
Number

EDS-issued
override
number

78 (blank
field 5)
Last

Last Name of
Referring
Provider

78 (blank
field 6)
First

First Name of
Referring
Provider
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Section 6: Prior Approval

Prior approval (PA) may be required for some services, products, or procedures to verify medical
necessity. All requests for PA must be submitted in accordance with DMA’s clinical coverage
policies and published procedures (but see discussion about EPSDT non-State Plan services
beginning on page 6-3). PA is for medical approval only. PA must be obtained before rendering
a service, product, or procedure that requires PA. Obtaining PA does not guarantee payment or
ensure recipient eligibility on the date of service. A recipient must be eligible for Medicaid
coverage on the date the procedure is performed or the service rendered.

The recipient must meet all medical necessity PA criteria. However, the federal Social Security
Act (the Act) found at 1905(r) requires the state Medicaid agency to provide to Medicaid
recipients under 21 years of age “necessary health care, diagnostic services, treatment, and other
measures described in section 1905(a) of the Act to correct or ameliorate defects and physical and
mental illnesses and conditions discovered by the screening services, whether or not such services
are covered under the State plan.” Additionally, if the recipient is under 21 years of age, service
limitations on scope, amount, duration, and/or frequency and other specific criteria described in
clinical coverage policies may be exceeded or may not apply provided that documentation shows
the requested service is medically necessary to correct or ameliorate a defect, physical or mental
illness, or a condition identified by a licensed clinician. This special provision for recipients under
21 years of age is known as Early and Periodic Screening Diagnostic and Testing (EPSDT).
EPSDT criteria are specified below, and all criteria must be met to approve coverage under
EPSDT. A list of EPSDT services is located in this section.

1. The service, product, or procedure must be included in the list of services found in
1905(a) of the Social Security Act.

The service, product, or procedure is medically necessary to correct or ameliorate a
defect, physical or mental illness, or a condition identified through a screening
examination.

3. The service, product, or procedure must be safe and effective.
4. The service, product, or procedure cannot be experimental or investigational.

If a service, product, or procedure requires PA, requests made on behalf of recipients under 21
years of age are NOT exempt from the PA requirement. Further information about EPSDT is
available in Section 2 of this Guide, the PA table and list of EPSDT services found in this
section, and DMA’s EPSDT Policy Instructions, on the Web at
http://www.ncdhhs.gov/dma/EPSDTconsumer.htm

To determine if a procedure requires PA, refer to DMA’s clinical coverage policies, listed on the
Web at http://www.ncdhhs.gov/dma/mp/mpindex.htm. Providers may also call the AVR system
at 1-800-723-4337. Refer to Appendix A for information on using the AVR system.

Important Points about Prior Approval

1. Inaccordance with 10A NCAC 22J.0106 (d), providers cannot bill recipients when the
provider failed to follow program regulations.
Retroactive PA is considered when a recipient, who does not have Medicaid coverage at the
time of the procedure, is later approved for Medicaid with a retroactive eligibility date.
Exceptions may apply as indicated below.

a. Recipients enrolled in CAP
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b. Hospice Election Reporting PA. Refer to Medicaid’s Clinical Coverage Policy #3D,
Hospice Services, on DMA’s Web site for further information. The Web address is
http://www.ncdhhs.gov/dma/mp/mpindex.htm

If a recipient has been placed in a nursing facility, the PA date for nursing facility level of
care may be retroactive to 30 days prior to the date the FL2 is approved by the fiscal agent or
up to 90 days with the FL2 and supporting records.

Before admitting recipients for procedures requiring PA, hospital office personnel must
determine that the physician has completed all of the necessary PA forms. The primary
surgeon has the responsibility of obtaining PA from the EDS Prior Approval Unit or DMA
staff, as appropriate.

Behavioral health referrals for outpatient services for children may be obtained from the local
management entity, Medicaid-enrolled psychiatrist, or the primary care physician. This is not
an authorization. It is a referral process that must take place before the provider sees the
child. Authorization must be obtained from ValueOptions.

For psychiatric services, the admissions are usually emergent, and the hospital has 48 hours
to obtain PA from ValueOptions. All other mental health services require PA from
ValueOptions as well.

Unless a service is exempt from the CA/CCNC referral and authorization requirement,
providers must obtain a referral authorization from the Carolina ACCESS enrollee’s PCP in
addition to requesting PA for any service or procedure that requires it. Refer to Carolina
ACCESS Referrals and Authorizations on page 4-12 for additional information.

Some requests for PA are submitted to DMA or DMA’s authorizing agents (i.e., CCME,
ValueOptions, ACS Pharmacy, etc.), but most requests are submitted to Medicaid’s fiscal
agent, EDS. A few PA requests may be approved verbally by the fiscal agent and followed up

with a written request. However, when a request for PA may be made verbally to the fiscal
agent and it can be approved, the request is approved tentatively effective the date of the call,
contingent upon receipt of the written request within 10 days of the call to the fiscal agent. If
the written request is not received in the required time, the request will be denied. Following
the required timeframes, a new PA request may be submitted at any time. Please see the PA
table at the end of this section to determine which services may receive tentative verbal PA.

Except in emergency situations, all services provided to Medicaid recipients by out-of-
state providers must be approved prior to rendering the service. Emergency coverage
ends as soon as the recipient is stable. Medicaid will not pay for out-of-state services
once a recipient is stable.

The AVR system provides information regarding a recipient’s last routine eye exam or
refraction only. It is in the provider’s best interest to obtain an authorization/confirmation
number on the day of service, prior to rendering the service.

DMA staff and vendors will make every effort possible to make a decision about a PA
request within 15 business days. There may be times when a request for PA does not contain
sufficient information for Medicaid to determine whether the request should be approved or
denied. In that event, Medicaid notifies the recipient and provider in writing that the request
lacks the necessary documentation to review the request and specifies the deadline date for
submission of additional information by the provider as well as where and how to submit the
information. The provider must submit additional documentation as specified by Medicaid
staff or contractors within 15 business days of the date of the notice for additional
information.

Medicaid recognizes that there may be situations when 15 business days are not sufficient
time for a response. If a provider is unable to submit the additional information within 15
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business days from the date of the request, s/he must contact Medicaid or its contractors to
request a time extension. It is not necessary for the provider to explain the reason for the time
extension. Medicaid allows the provider no more than an additional 15 business days from
the date of the contact to submit the requested information. If there is no response from the
provider or if the provider does not submit the additional information within the 15-business-
day time period, the provider and recipient are notified in writing that the request was denied
for insufficient information.

10. The table that appears at the end of this section summarizes information about some services
that require PA. For complete information, refer to individual clinical coverage policies for
specific instructions regarding PA. Policies are linked from DMA’s Web site at
http://www.ncdhhs.gov/dma/mp/mpindex.htm.

Early and Periodic Screening, Diagnostic and Treatment
For a more detailed explanation of EPSDT, see DMA’s EPSDT Policy Instructions at:
http://www.ncdhhs.gov/dma/EPSDTprovider.htm and Section 2 of this Guide.
1. If the service, product, or procedure requires PA, the fact that the recipient is under 21
years of age does NOT eliminate the requirement for PA.

If the recipient under 21 years of age does not meet the coverage criteria set forth in the
clinical coverage policy, the provider must request and obtain PA from the appropriate
authorizing agent BEFORE the service is rendered, whether or not PA is required.

If the service, product, or procedure is NOT one for which PA is required but the
recipient under 21 years of age needs to exceed established limits, the provider must

request and obtain PA from the appropriate authorizing agent [such as EDS,
ValueOptions, the Carolinas Center for Medical Excellence (CCME), DMA, etc.]
BEFORE the limit is exceeded. Please refer to the PA table at the end of this section to
determine the appropriate authorizing agent.

PA requests for non-covered state Medicaid plan services are requests for services,
products, or procedures not included in the North Carolina State Medicaid Plan but
coverable (medically necessary to correct or ameliorate a defect, physical or mental
illness, or a condition identified through a screening examination) under federal Medicaid
law, 1905(r) of the Social Security Act. To review the listing of federal EPSDT services,
products, or procedures coverable under federal Medicaid law, see the listing of EPSDT
services at the end of this section.

Requests to cover non-covered state Medicaid plan services must be submitted to DMA
prior to rendering the service.

EPSDT PA authorization is time limited to the first of the following occurrences:
a. the recipient reaches 21 years of age OR
b. the time limit specified by the PA is exhausted OR
c. 365 days elapses from the date of the PA.

If the recipient is over 21 years of age and the service has not been provided, although
PA was granted before his or her 21st birthday, follow DMA’s published procedures and
submit a new request for PA if PA is required. See the specific clinical coverage policy
and this Guide for complete details regarding provision of and payment for services
rendered. Clinical coverage policies can be found at the Web site
http://www.ncdhhs.gov/dma/mp/mpindex.htm
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If the recipient is under 21 years of age and the authorization has expired and if the
service, product, or procedure is still desired and is medically necessary to correct or
ameliorate a defect, physical or mental illness, or a condition identified by screening,
submit a new request for PA. See the specific clinical coverage policy and this Guide for
complete details regarding provision of and payment for services rendered.

The provider has up to 365 days from the date the service is rendered to submit the claim

for payment. See specific clinical coverage policy and this Guide for complete details
regarding provision of and payment for services rendered.

. The service must be rendered in accordance with the PA granted, including service

approved, number of units approved, and time period of approval, if relevant.

. If PA is required, the provider must request and obtain PA before rendering the service,

product, or procedure in order to seek Medicaid payment. Remember, obtaining PA does
not guarantee payment or ensure recipient eligibility on the date of service. The recipient
must meet clinical policy coverage criteria, where applicable, and must be Medicaid
eligible on the date the service, product, or procedure is provided.

. The form may be found at the end of this section or on DMA’s Web site at

http://www.ncdhhs.gov/dma/forms.html. Recipients may also obtain a request form by
calling the CARE-LINE Information and Referral Services, Monday through Friday,
except state holidays, at the numbers specified below.

Research Triangle Area English/Spanish 919-855-4400
(Raleigh—-Durham—Chapel TTY number for the 919-733-4851
Hill vicinity) deaf or hearing
impaired

Outside Triangle Area English/Spanish 800-662-7030
TTY number for the 877-452-2514
deaf or hearing
impaired

General Requests for Prior Approval

The Request for Prior Approval (form 372-118) is used by several service types to assist in the
review of medical necessity for the requested services. PA requests must be submitted in writing
using this form. Once a PA has been issued, it must be used within the time limit set forth by the
PA OR within 365 days, whichever time period is less. The following services use this form:

Some surgeries

Out-of-state elective services

Services to Medicaid for Pregnant Women recipients

Hearing aid services

Therapeutic leave over 15 consecutive days

Eye exam or refraction services beyond established limitations
Out-of-state and state-to-state ambulance service

Note: A completed and signed State-to-State Ambulance Transportation Addendum
Form (372-118A) must accompany the PA request.

Transplants (See “Procedures for Approval and Reimbursement of Transplants” in
this section)

If Medicaid’s fiscal agent (EDS) is the authorizing agent, mail the completed form to

EDS—Prior Approval Unit

6-4
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P.O. Box 31188
Raleigh NC 27622

Requests approved by other authorizing agents must be submitted to that agent. See the
PA table at the end of this section to determine the authorizing agent. It is also important
to remember that if services are to continue and the PA is time limited, PA must be requested
again before the limits are met to avoid an interruption in service.

Denial of Prior Approval

A decision on a request for PA will be acted on with reasonable promptness (usually within 15
business days of receipt of the request). The provider will be notified in writing of a PA, denial,
or any reduction or termination of services using the prescribed state form, and the recipient will
be notified in writing of any denial, reduction, or termination of services. When a decision is
made to deny, reduce, or terminate services for a recipient under 21 years of age, the decision will
specify the reasons that the EPSDT standard is not met. The notice will be issued in accordance
with DMA’s recipient notices procedures. Such a denial can be appealed in the same manner as
any Medicaid service denial, reduction, or termination. See Section 10 for further detail about
denials and appeals.

Requests for Specific Types of Prior Approval

CAP Participation

The purpose of CAP is to offer community-based care to certain targeted populations as an
alternative to institutionalization, as long as the care required can be delivered safely and is cost
effective. Admission to and continuation of services in any CAP requires physician approval and
is overseen by a CAP case manager. Admission to the program begins with the following:

1. Referral to the program

2. Completion of an FL2 signed and dated by the recipient’s physician and approved at the
nursing facility level of care (for CAP/C and CAP/DA) or completion of an MR2
approved at the ICF-MR level for CAP/MR-DD

Note: Case managers are encouraged to submit the FL2 electronically.

Thorough assessment of the recipient to determine appropriateness for CAP

Evaluation of the assessment and level of care document to determine appropriateness for
CAP

The CAP programs, lead agencies, and Web sites are identified below.

Program Lead Agency Web Site

CAP/Children (CAP/C) DMA-Home Care Initiatives http://www.ncdhhs.gov/dma/
Unit cc/capc.htm

CAP/Disabled Adults Appointed County Agency Lead agency listing:
(CAP/DA) http://www.ncdhhs.gov/dma/
commaltprog.htm

CAP/Mentally Retarded Division of Mental Health, http://www.ncdhhs.gov/mhddsas/
& Developmentally Developmental Disabilites and
Delayed (CAP/MR-DD) | Substance Abuse Services
(MHDDSAS)
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Further information about CAP is available in specific clinical coverage policies,
program manuals, and the Web sites specified above.

Out-of-State or State-to-State Ambulance Service

PA is required for ambulance service by ground or air from North Carolina to another state, from
one state to another, or from another state back to North Carolina. PA for ambulance service is
separate from PA for a medical procedure or treatment provided out of state. Requests for PA
must be submitted on the general Request for Prior Approval form (372-118) and the State-to-
State Ambulance Transportation Addendum form (372-118A).

Long-Term-Care Services

The FL2 Long-Term Care Services form (372-124 paper; FL2e electronic) is used by several
programs for approval of long-term-care nursing services. If a telephone review results in
approval of the FL2, the approval is tentative (not final), pending submission of a completed
form within 10 days of the telephone call to the fiscal agent. The FL2 must be submitted as the
hard copy original or electronically through Provider Link. Should the submitted FL2/FL2e fail to
validate that the recipient requires nursing facility level of care at the level specified by the
requestor and in accordance with DMA’s recipient notices procedure, the request may be denied
or reduced, or additional information may be requested. Additionally, if the FL2/FL2e is not
submitted within the required timeframe, the FL2/FL2e will be denied. The following services
use this form:

e QOut-of-state long-term care (nursing facility)

e Long-term-care nursing

o Ventilator-dependent care

e CAP/C, CAP/Choice, CAP/DA for level of care determinations

Providers are encouraged to submit the FL2 electronically. All electronic requests for long-term-
care nursing services must be submitted through Provider Link using the FL2e form.

Services Provided to the Mentally Retarded
This section is under construction and will be posted at a later date.

Optical Services—Routine Eye Exams and Refractions

Routine eye exams and refractions do not require PA. However, it is in the best interest of the
provider to call the AVR system to verify the last date of service and receive an
authorization/confirmation number for the patient record. If a second eye exam or refraction is
requested within the time limitation period, PA is required. A general Request for Prior Approval
(form 372-118) documenting medical necessity must be submitted and approved prior to
rendering the service.

Refer to Appendix A for information about using the AVR system to obtain PA for eye exams
and refractions.
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Optical Services—Visual Aids

All visual aids require PA, and requests must be submitted on a Request for Prior Approval for
Visual Aids (form 372-017 or 372-017A). In some cases, this form must be accompanied by
required documentation. Refer to the Optical Services Manual on DMA’s Web site at
http://www.ncdhhs.gov/dma/optical.htm for information on services and limitations.

Hearing Aids, Frequency Modulation Systems, and Accessories

All hearing aids, frequency modulation (FM) systems, repairs, replacement parts, and accessories
require PA. Requests must be submitted using the general Request for Prior Approval (form 372-
118) along with a letter from the physician or otologist (including otolaryngologist or
otorhinolaryngologist) certifying the need for beginning the hearing aid selection process, a copy
of a hearing evaluation (including audiogram), the results of the hearing aid selection and
evaluation tests, and a copy of the hearing aid manufacturer’s warranty information.

o Inblock 10 on the PA, record the manufacturer, model, and cost of requested aid.

e Also in block 10, document the type of aid being requested (Analog Programmable,
Digital Programmable, or FM System).

In block 12, document the reason(s) the recipient requires the requested system.

Dental Services

Requests for PA for dental services are submitted using the 2002 ADA form. Only PA requests
for services that are indicated as requiring PA should be submitted to the EDS Prior Approval
Unit. Refer to the Dental Program Policy Manual (#4A, Dental Services, and #4B, Orthodontic
Services) on DMA’s Web site at http://www.ncdhhs.gov/dma/mp/mpindex.htm for information
on dental services and limitations.

The two-part form must be used when requesting PA. The original is returned to the provider and
serves as the PA/claim copy. The second page is retained by EDS. Until the original is returned,
providers should keep a copy for their office records, noting the date the PA request was mailed.

Durable Medical Equipment and Orthotic and Prosthetic Devices

Some durable medical equipment (DME) items and orthotic and prosthetic devices (O&P) require
PA. In those cases, the Certificate of Medical Necessity/Prior Approval (CMN/PA) form must be
submitted to EDS for review. The CMN/PA is reviewed to ensure that the item is medically
necessary to maintain or improve a recipient’s medical, physical, or functional level and that it is
suitable and appropriate for use in the recipient’s private residence or adult care home.

PA requests for DME and O&P that do not appear on DMA’s lists of covered equipment but are
necessary under EPSDT should be submitted to DMA at

Assistant Director
Clinical Policy and Programs

6-7
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Division of Medical Assistance
2501 Mail Service Center
Raleigh NC 27699-2501
FAX: (919) 715-7679

PA is valid for the time period approved on the CMN/PA form. If a physician decides that an
item is needed for a longer period of time, a new CMN/PA form must be submitted.

Refer to clinical coverage policies #5A, Durable Medical Equipment, and #5B, Orthotic and
Prosthetic Devices, on DMA’s Web site at http://www.ncdhhs.gov/dma/mp/mpindex.htm for
additional information.

Enhanced Care (Adult Care Home)

The ACH staff makes a referral request for enhanced care on behalf of the recipient to the local
county DSS by sending a copy of the latest FL2, the 3050R, and other referral documents, as
necessary. The local DSS assigns a case manager, conducts an independent assessment, and
approves the recipient for enhanced care services, if appropriate. The case manager calls this
approval in to the fiscal agent, receives a service review number, and sends the resident and the
provider a decision notice.

Adult Care Home Special Care Unit for Persons with Alzheimer’s and
Related Disorders

Effective October 1, 2006, Medicaid implemented a special care rate for ACH providers
operating special care units for persons with Alzheimer’s and related disorders (SCU-A). The
provider must receive PA before admitting a new resident to a SCU-A. The provider must
complete the Special Care Unit-A Prior Approval Form and submit it, along with all supporting
documents, to
Adult Care Homes Unit
Facility and Community Care Section
Division of Medical Assistance
2501 Mail Service Center
Raleigh NC 27699-2501

The PA request form and instructions can be found on DMA’s Web site at
http://www.ncdhhs.gov/dma/forms.html, under Adult Care Homes.

Hospice Participation

Hospice providers must notify EDS when a Medicaid recipient elects the hospice benefit as well
as when hospice benefits are revoked, a recipient is discharged from hospice, or a recipient
transfers from one hospice to another. This includes Medicare/Medicaid hospice patients in
nursing facilities for whom Medicaid is paying room and board. Hospice participation
information may also be obtained using the AVR system for dates of service beginning May 1,
2000.

Refer to Appendix A for information about using the AVR system.

6-8
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Utilization Review for Psychiatric Services

N.C. Medicaid contracts with ValueOptions to provide utilization review of acute
inpatient/substance abuse hospital care, psychiatric residential treatment facilities (PRTFs),
Levels I through IV residential treatment facilities, therapeutic foster care outpatient psychiatric
services, enhanced benefits, and Criterion #5. ValueOptions reviews and approves the requests
based on medical necessity according to established criteria.

For recipients over 21 years of age and after the eighth visit, providers must obtain authorization
from ValueOptions for continued outpatient mental health services. Recipients under 21 years of
age are allowed 26 unmanaged visits before PA is required.

Copies of the PA form can be obtained by calling ValueOptions at 1-888-510-1150.

Refer to the May 2006 Special Bulletin, Enhanced Benefit Mental Health/Substance Abuse
Services, on DMA’s Web site at http://www.ncdhhs.gov/dma/bulletin.htm, for additional
information.

Outpatient Specialized Therapies

N.C. Medicaid contracts with the CCME to perform the PA process for outpatient specialized
therapies. PA is required for continued treatment after six unmanaged visits, per discipline, per
provider type or 6-month exemption.

If treatment is to continue after the six unmanaged visits or 6-month exemption, the PA request
should be made at approximately the second or third unmanaged visit to allow sufficient time for
processing. A completed and signed Prior Authorization Request for Outpatient Specialized
Therapy Services Form must be faxed to CCME at 1-800-228-1437 or submitted electronically
for treatment to be continued. If appropriate, CCME will authorize services for a specific number
of units through a specific length of time. Units should be requested based on the CPT code
billed. A copy of the form and electronic submission instructions are available on CCME’s Web
site at https://www2.mrnc.org/priorauth/pages/Home.aspx. Once the limits have been reached, PA
must be requested again for continued treatment.

Refer to Clinical Coverage Policy #10A, Outpatient Specialized Therapies, on DMA’s Web site
at http://www.ncdhhs.gov/dma/mp/mpindex.htm for additional information.

Certain Prescription Drugs

N.C. Medicaid contracts with ACS State Healthcare to manage the PA process for the drugs listed
below. Additional drugs requiring PA may occasionally be added. Providers will be notified of
these changes via the general Medicaid bulletin (http://www.ncdhhs.gov/dma/bulletin.htm) and/or
through the Pharmacy Newsletter (http://www.ncdhhs.gov/dma/pharmnews.htm).

¢ Botox, Myobloc

o Celebrex

e  Growth hormones
OxyContin
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e  Procrit, Epogen, Aranesp
e Proton pump inhibitors

e Provigil

e Sedatives/hypnotics

The prescriber contacts the ACS Clinical Call Center (in Henderson, North Carolina) directly by
telephone, fax, e-mail, or mail. Pharmacists may dispense a 72-hour emergency supply without
PA.

Copies of the prescription PA forms may be obtained by contacting ACS State Healthcare
(telephone 1-866-246-8505 or online at http://www.ncmedicaidpbm.com).

*PA may be overridden if criteria are met (refer to May 2007 Pharmacy Newsletter).

Transplants

When a hospital transplant team determines that a recipient requires a transplant (solid organ or
stem cell), all of the supporting documentation justifying the medical necessity for the procedure
must be sent to DMA for pre-approval if Medicaid will be the primary payer.

Retroactive PA will not be authorized for any recipient who does not have Medicaid coverage at
the time of the procedure, except when a recipient is later approved for Medicaid with a
retroactive eligibility date.

After the documentation is reviewed, the physician and the facility will receive a notification of
approval or denial from DMA. In order for N.C. Medicaid to review a request for transplant
coverage for a dually eligible recipient, providers must submit a copy of the insurance denial or
payment from the primary payer with the claim, the request for coverage of the transplant service,
and the complete clinical evaluation packet. These must be received within 180 days of the
transplant procedure. Upon receipt of these documents, DMA will conduct a dually eligible post
review and make a determination, using clinical policy guidelines, as to whether Medicaid
coverage is available. Clinical packets must be complete, according to the requirements below, in
order to be reviewed.

Fax clinical packets to the transplant nurse consultant at 919-715-0051. The packet must include
the documentation specified below as well as the clinical documentation indicated in the specific
transplant policies, available on DMA’s Web site at
http://www.ncdhhs.gov/dma/mp/mpindex.htm.

Solid Organ Transplant Packets

e Letter from physician requesting transplant and summarizing clinical history

o All recent lab results, including HIV, RPR, hepatitis panel, PT, INR, infectious disease
serology including CMV, and EBV

See below for complete lab requirements. No lab results can be more than 3 months
old.

All recent diagnostic and procedure results (not more than 3 months old)

Complete psychological and social evaluation with documentation of post-transplant care
needs of patient and/or family, as indicated, that accurately depicts support, compliance,
etc.

Recipients with a psychiatric history are required to have a psychiatric evaluation

6-10
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e Recipients with a history of or active substance abuse are required to show
documentation of substance abuse program completion and 6 months of negative
sequential random drug and alcohol screens

Note: To satisfy the requirement for sequential testing as designated by policy, DMA
must receive a series of test (alcohol and drug) results spanning at least 6 months, with no
fewer than a 3 weeks and no more than 6 weeks between tests during the given time
period. A complete clinical packet must include at least one documented test performed
within 1 month of the date of the request in order to be considered for PA.

Other organ-specific policy criteria (http://www.ncdhhs.gov/dma/mp/mpindex.htm; see
the policies in group 11B)

Additional clinical or other documentation may be requested.

Stem Cell Transplant Packets
e Letter from physician requesting transplant and summarizing clinical history
e Previous chemotherapy regimes and dates

e All recent lab results, including HIV, RPR, hepatitis panel, PT, INR, infectious disease
serology including CMV, and EBV

See below for complete lab requirements. No lab results can be more than 3 months
old.

All diagnostic and procedure results, including bone marrow aspiration (not more than 3
months old)

Complete psychological and social evaluation with documentation of post-transplant care

needs of patient and/or family, as indicated, that accurately depicts support, compliance,
etc.

Recipients with a psychiatric history are required to have a psychiatric evaluation

Recipients with a history of or active substance abuse are required to show
documentation of substance abuse program completion and 6 months of negative
sequential random drug and alcohol screens as specified above.

Other disease-specific policy criteria (http://www.ncdhhs.gov/dma/mp/mpindex.htm; see
the policies in group 11A)

Additional clinical or other documentation may be requested.

Lab results required in a complete packet include CBC, liver enzymes, complete electrolytes,
PT, INR, HIV, Hep, RPR, EBV, CMV, Varicella, rubella, T protein, Ca, BUN, HSV I/l amylase,
lipase, phosp, mag, AFP (depending on the diagnosis), glucose and AIC, cholesterol and trig
(depending on history), blood type, MELD/PELD score, LD, uric acid, T. bili, GGT, and
recipient height and weight. Other lab tests may be requested.
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Quick Reference Table—Prior Approval for Certain Medicaid Services
More detailed information about most entries in this table is printed in the front of this section.

Service

Verbal Authorization

Written Authorization

CAP/C, CAP/Choice, CAP/DA

Approval for level of care only—
does not constitute approval to
participate in CAP.

Call EDS (1-800-688-6696 or 919-851-
8888) to receive tentative verbal
approval. Information called in must
be from a completed Long-Term Care
Services form (FL2) (372-124).

The completed FL2 (hard copy original
FL2 or electronic FL2e through
Provider Link) must be received by
EDS within 10 days of the telephone
call. Case managers are encouraged to
use the FL.2e whenever possible.

Dental

No verbal authorization allowed.

Complete a 2002 ADA claim form and
submit to EDS .

Durable Medical Equipment

Only for emergency repairs to orthotics
or prosthetics. Call EDS (800-688-
6696 or 919-851-8888).

Complete a CMN/PA (form 372-131
(8/02)) and submit to EDS.

EPSDT: State Medicaid Plan
Services for Recipients under 21
Years of Age

No verbal authorization allowed.

Submit completed applicable program
PA form(s) to the appropriate
authorizing agent along with
documentation that shows the request
will correct or ameliorate a defect,
physical or mental illness, or a
condition identified by a licensed
clinician before providing the service.
The reviewer will request additional
information if needed.

EPSDT: Non-covered State
Medicaid Plan Services for
Recipients Under 21 Years of
Age

No verbal authorization allowed.
Important note:

This procedure is only for requesting
services under EPSDT that are never
otherwise covered under the N.C.
Medicaid State Plan. To request
covered services for recipients under
21 years of age in excess of numerical
limits or other specific criteria in
clinical coverage policies, see EPSDT
for State Medicaid Plan Services
immediately above.

Submit completed Non-Covered State
Medicaid Plan Services Request form
before providing the service, product,
or procedure.

The form must be completed by the
recipient’s physician or other licensed
clinician. It must show that the
request will correct or ameliorate a
defect, physical or mental illness, or a
condition identified by a licensed
clinician; and that it is safe, effective,
and not considered experimental or
investigational..

The reviewer will determine if the
request is a coverable service. If
additional information is required, the
reviewer will request it.

Eye Examinations and Refractions

PA not required. Call the AVR system
(800-723-4337; alternate 800-688-
6696) for the last date of service and
an authoriztion/confirmation number.

Complete a general Request for Prior
Approval (form 372-118) for
medically necessary exceptions to the
time period limitations and submit to
EDS.

Hearing Aids and Accessories

No verbal authorization.

Complete a general Request for Prior
Approval (form 372-118) and submit
to EDS.

Hospice

Call EDS (800-688-6696 or 919-851-
8888) to report hospice benefit
election.

Hospice election must be reported within
7 calendar days of the start of hospice
services. PA for hospice reporting
cannot be granted retroactively
beyond the 7-day timeframe.

Intermediate Care Facility for
Persons with Mental Retardation

Section under construction and will be
posted at a later date.

Section under construction and will be
posted at a later date.
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Service

Verbal Authorization

Written Authorization

Long-Term Care (FL2)

Call EDS (800-688-6696 or 919-851-
8888) to receive tentative verbal
approval.

The completed FL2 (hard copy original
FL2 or electronic FL2e through
Provider Link) must be received by
EDS within 10 days of the telephone
call. Providers are encouraged to use
FL2e.

Medicaid for Pregnant Women

No verbal authorization.

Complete a general Request for Prior
Approval (form 372-118) and/or
appropriate referral form for service
requested.

Out-of-State Non-Emergency
Services

No verbal authorization; call EDS (800-
688-6696 or 919-851-8888) for
information and instructions for
obtaining out-of-state approval.

Complete a general Request for Prior
Approval (form 372-118). Add
medical records and a letter from the
attending physician requesting out-of-
state services and stating why the
services cannot be provided in North
Carolina. Fax requests to 919-233-
6834.

Outpatient Specialized Therapies

No verbal authorization.

Fax (800-228-1437) or electronically
submit
(https://www2.mrnc.org/priorauth/pag
es/Home.aspx) a Prior Approval for
Outpatient Specialized Therapies form
toCCME.

PCS-Plus

No verbal authorization.

Complete a PCS-Plus Request Form
(DMA 3000-A; online at
http://www.ncdhhs.gov/dma/
forms.html) and fax to DMA (919-
715-2628).

Prescription Drugs

Call ACS State Healthcare (866-246-
8505) for information and
instructions.

Fax completed Pharmacy PA forms to
ACS State Healthcare (866-246-
8507).

Private Duty Nursing

Call DMA (919-855-4380) for PDN
consultation. Upon review of faxed
information, the PDN consultant will
provide verbal authorization as
indicated.

Complete and fax a PDN Referral form
and a Physician’s Request form (both
online at http://www.ncdhhs.gov/dma/
forms.html) documenting medical
necessity to DMA (919-715-9025).

Psychiatric Services, Inpatient
(PRTF, Residential Child Care,
Criterion #5, Out-of-State and
Residential Services)

ValueOptions (888-510-1150)

Psychiatric Services, Outpatient,
Enhanced Benefit Services,
Developmental Disability, and
CAP/MR-DD

ValueOptions (888-510-1150)

Out-of-State and State-to-State
Ambulance Service

No verbal authorization; call EDS (800-
688-6696 or 919-851-8888) to receive
information and instructions for
obtaining out-of-state and state-to-
state ambulance services approval.

Complete a general Request for Prior
Approval (form 372-118) and an Out-
of-State and State-to-State Ambulance
Transportation Addendum form (372-
118A). Follow EDS instructions for
when and how to submit the request.

No verbal authorization; call EDS (800-
723-4337) to verify if a surgery
requires PA.

Complete a general Request for Prior
Approval (form 372-118) and submit
to EDS. Include documentation
supporting medical necessity as
specified in individual clinical
coverage policies.
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Service

Verbal Authorization

Written Authorization

Therapeutic Leave (limited to 15
days per quarter for children in
residential services)

Not applicable

Authorization is embedded in the
residential authorization as therapeutic
leave is a part of the plan of care and
must be documented as such.

Tocolytic Infusion Therapy

No verbal authorization.

Complete a Tocolytic Prior Approval
Request Form (online at
http://www.ncdhhs.gov/dma/
forms.html) and fax to CCME (919-
380-9457). Include applicable
supporting documents.

Transplants

No verbal authorization.

Fax completed packets/requests to the
DMA transplant nurse consultant
(919-715-0051).

Visual Aids

No verbal authorization.

Complete Prior Approval Request for
Visual Aids form (372-017 or 372-
017A) and submit to EDS. Include
documentation of medical necessity
for exceptions.
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Listing of EPSDT Services Found at 42 U.S.C. § 1396d(a)
[1905(a) of the Social Security Act]
Inpatient hospital services (other than services in an institution for mental disease)

Outpatient hospital services

Rural health clinic services (including home visits for homebound individuals)
Federally-qualified health center services

Other laboratory and X-ray services (in an office or similar facility)

EPSDT (Note: EPSDT offers periodic screening services for recipients under age 21 and
Medicaid covered services necessary to correct or ameliorate a diagnosed physical or mental
condition)

Family planning services and supplies
Physician services (in office, recipient's home, hospital, nursing facility, or elsewhere)
Medical and surgical services furnished by a dentist

Home health care services (nursing services; home health aides; medical supplies, equipment, and
appliances suitable for use in the home; physical therapy, occupation therapy, speech pathology,
audiology services provided by a home health agency or by a facility licensed by the State to
provide medical rehabilitation services)

Private duty nursing services
Clinic services (including services outside of clinic for eligible homeless individuals)
Dental services

Physical therapy, occupational therapy, and services for individuals with speech, hearing, and
language disorders

Prescribed drugs

Dentures

Prosthetic devices

Eyeglasses

Services in an intermediate care facility for the mentally retarded

Medical care, or any other type of remedial care recognized under State law, furnished by
licensed practitioners within the scope of their practice as defined by State law, specified by the
Secretary (also includes transportation by a provider to whom a direct vendor payment can
appropriately be made)

Other diagnostic, screening, preventive, and rehabilitative services, including any medical or
remedial services (provided in a facility, a home, or other setting) recommended by a physician or
other licensed practitioner of the healing arts within the scope of their practice under State law,
for the maximum reduction of physical or mental disability and restoration of an individual to the
best possible functional level

Inpatient psychiatric hospital services for individuals under age 21

Services furnished by a midwife, which the nurse-midwife is legally authorized to perform under
state law, without regard to whether the nurse-midwife is under the supervision of, or associated
with, a physician or other health care provider throughout the maternity cycle

Hospice care
Case-management services
TB-related services
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Respiratory care services

Services furnished by a certified pediatric nurse practitioner or certified family nurse practitioner,
which the practitioner is legally authorized to perform under state law

Personal care services (in a home or other location) furnished to an individual who is not an
inpatient or resident of a hospital, nursing facility, intermediate care facility for the mentally
retarded, or institution for mental disease

e Primary care case management services
Definitions of the above federal Medicaid services can be found in the Code of Federal Regulations 42
CFR 440.1-440.170 at http://www.access.gpo.gov/nara/cfr/waisidx_06/42cfr440 06.html.
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North Carolina
Department of Health and Human Services
Division of Medical Assistance
2501 Mail Service Center - Raleigh, N.C. 27699-2501

Michael F. Easley, Governor Mark T. Benton, Director
Dempsey Benton, Secretary William W. Lawrence, Jr., M.D., Senior Deputy Director

FORM AVAILABLE ON DMA WEB SITE AT http://www.ncdhhs.gov/dma/forms.html

NON-COVERED STATE MEDICAID PLAN SERVICES REQUEST FORM
FOR RECIPIENTS UNDER 21 YEARS OF AGE

RECIPIENT INFORMATION: Must be completed by physician, licensed clinician, or
provider.

NAME:
DATE OF BIRTH: (mm/dd/yyyy)  MEDICAID NUMBER:
ADDRESS:

MEDICAL NECESSITY: ALL REQUESTED INFORMATION, includingCPT and
HCPCS codes, if applicable, as well as provider information must be completed.
Please submit medical records that support medical necessity.

REQUESTOR NAME: PROVIDER NAME:
MEDICAID PROVIDER #: MEDICAID PROVIDER #:
ADDRESS: ADDRESS:

TELEPHONE #: ( TELEPHONE #: (
FAX #: FAX #:

IN WHAT CAPACITY HAVE YOU TREATED THE RECIPIENT (incl. length of time you
have cared for recipient and nature of the care):

PAST HEALTH HISTORY (incl. chronic illness):

RECENT DIAGNOSIS(ES) RELATED TO THIS REQUEST (incl. onset, course of the
disease, and recipient’s current status):
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TREATMENT RELATED TO DIAGNOSIS(ES) ABOVE (incl. previous and current
treatment regimens, duration, treatment goals, and recipient response to
treatment(s)):




Basic Medicaid Billing Guide October 2007

| NAME: MID #: DOB: |
NAME OF REQUESTED PROCEDURE, PRODUCT, OR SERVICE. (if applicable, please

include CPT AND HCPCS codes). PROVIDE DESCRIPTION RE HOW REQUEST
WILL CORRECT OR AMELIORATE THE RECIPIENT’S DEFECT, PHYSICAL OR MENTAL

ILLNESS OR CONDITION [THE PROBLEM]. THIS DESCRIPTION MUST INCLUDE A
DETAILED DISCUSSION ABOUT HOW THE SERVICE, PRODUCT, OR PROCEDURE WILL
IMPROVE OR MAINTAIN THE RECIPIENT’S HEALTH IN THE BEST CONDITION
POSSIBLE, COMPENSATE FOR A HEALTH PROBLEM, PREVENT IT FROM WORSENING,
OR PREVENT THE DEVELOPMENT OF ADDITIONAL HEALTH PROBLEMS.

IS THIS REQUEST FOR EXPERIMENTAL/INVESTIGATIONAL TREATMENT:
__YES _ NO IF YES, PROVIDE NAME AND PROTOCOL #

IS THE REQUESTED PRODUCT, SERVICE, OR PROCEDURE CONSIDERED TO BE SAFE:
__YES __NO IFNO, PLEASE EXPLAIN.

IS THE REQUESTED PRODUCT, SERVICE OR PROCEDURE EFFECTIVE:__YES _ NO
IF NO, PLEASE EXPLAIN.

ARE THERE ALTERNATIVE PRODUCTS, SERVICES, OR PROCEDURES THAT WOULD
BE MORE COST EFFECTIVE BUT SIMILARLY EFFICIACIOUS TO THE SERVICE
REQUESTED: _ YES _ NO IFYES, SPECIFY WHAT ALTERNATIVES ARE
APPROPRIATE FOR THE RECIPIENT AND PROVIDE EVIDENCE BASE WITH THIS
REQUEST, IF AVAILABLE.

WHAT IS THE EXPECTED DURATION OF TREATMENT:
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| NAME:

OTHER ADDITIONAL INFORMATION:

REQUESTOR’S SIGNATURE AND CREDENTIALS

INCLUDE EVIDENCE-BASED LITERATURE TO SUPPORT THIS

REQUEST IF AVAILABLE.

MAIL OR FAX COMPLETED FORM TO:

Assistant Director
Clinical Policy and Programs
Division of Medical Assistance

2501 Mail Service Center
Raleigh, NC 27699-2501
FAX: 919-715-7679
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Section 7 Third-Party Insurance

Medicaid Payment Guidelines for Third-Party Coverage

Federal regulations require Medicaid to be the “payer of last resort.” This means that all third-
party insurance carriers, including Medicare and private health insurance carriers, must pay
before Medicaid processes the claim. Additionally, providers must report any such payments
from third parties on claims filed for Medicaid payment.

If the Medicaid-allowed amount is more than the third-party payment, Medicaid will pay the
difference up to the Medicaid-allowed amount. If the insurance payment is more than the
Medicaid-allowed amount, Medicaid will not pay any additional amount.

Certain Medicaid programs are not considered “primary payers” regarding the payer-of-last-resort
provision. When a Medicaid recipient is entitled to one or more of the following programs or
services, Medicaid pays first:

e Vocational Rehabilitation Services

o Division of Services for the Blind

e Division of Public Health “Purchase of Care” Programs
Cancer program

Prenatal program

Sickle Cell program

Children’s Special Health Services
Kidney program

School health fund

Tuberculosis program

Maternal and Child Health Delivery funds

o
o
o
o
o
o
o
o

Services Provided to Medicare-Eligible Medicaid Recipients

Medicaid denies claims for recipients aged 65 and older who are entitled to Medicare benefits but
do not apply for Medicare. The provider may bill the recipient for Medicare-covered services
under these circumstances.

Capitated Payments

Providers who accept capitated payments from private plans and bill Medicaid for any balance
must bill only the co-payment amount due from the recipient. Do not bill Medicaid the full
charges, even with the capitated amount indicated as an insurance payment. Medicaid is not
responsible for any amount in excess of the amount for which that recipient is responsible.

Discounted Fee-for-Service Payments

The Medicaid program makes payments to providers on behalf of recipients for medical services
rendered, but Medicaid is not an “insurer.” Medicaid is not responsible for any amount for which
the recipient is not responsible. Therefore, a provider cannot bill Medicaid for any amount greater
than what the provider agreed to accept from the recipient’s private plan. If the recipient is not
responsible for payment, then Medicaid is not responsible for payment. The provider should bill
only the amount that the provider has agreed to accept as payment in full from the private plan.
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Noncompliance Denials

Medicaid does not pay for services denied by private health plans due to noncompliance with the
private health plan’s requirements. If the provider’s service would have been covered and payable
by the private plan, but some requirement of the plan was not met, Medicaid will not pay for the
service.

If the recipient has a private plan and does not inform the provider of such a plan, and if the
plan’s requirements were not met because the provider was unaware of them, the provider may
bill the recipient for those services if both the private plan and Medicaid deny payment due to
noncompliance.

Similarly, if the recipient fails to cooperate in any way in meeting any private plan requirement,
the provider may bill the recipient for the services. If however, the recipient does present the
private payer information to the provider and that provider knows that s/he is not a participating
provider in the plan or cannot meet any of the private plan’s other requirements, the provider
must so inform the recipient and also tell the recipient that the recipient will be responsible for
payment of services.

Common noncompliance denials include failure to get a referral from a participating PCP, failure
to go to a participating provider, failure to obtain a second opinion, and failure to obtain prior
approval.

Third-Party Liability

Determining Third-Party Liability
The following information helps providers to determine if a Medicaid recipient has third-party
liability (TPL):

1. Check the recipient’s MID card for third-party insurance information. The insurance data

block lists the codes for up to three health or accident insurance policies and Medicare
Part A and Part B applicable to the recipient. Insurance information on the card includes

e Insurance company name (by code)
e Insurance policy number

e Insurance type (by code)

e Recipient covered by policy

Before rendering service, providers should ask the recipient if s/he has any additional
health insurance coverage or other TPL. If health insurance is indicated, the provider
must bill the carrier before billing Medicaid. Before filing a claim with Medicaid, the
provider must receive either payment or a written denial from the insurance company.

3. Check the RA. When a claim is denied for other insurance coverage (EOB 94), the
provider’s RA will indicate the other insurance company (by code), the policy holder
name, and the certificate or policy number.

If the insurance company or other third-party payer terminates coverage, providers must complete
a Health Insurance Information Referral (DMA-2057) and attach a copy of the written denial.
Send the form and the claim to DMA’s Third Party Recovery (TPR) section at the address shown
on the form.
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Use the same form to report lapsed insurance coverage or insurance coverage not indicated on the
MID card.

A copy of the form is available in Appendix G-22 or on DMA’s Web site at
http:www.ncdhhs.gov/dma/forms.html.

Time Limit Override on Third-Party Insurance

All requests for time limit overrides due to a third-party insurance carrier that does not respond
within its time limit must be submitted to the TPR section and include documentation verifying
that the claim was timely filed to the third-party insurance carrier.

If the third-party insurance carrier does not respond within the Medicaid time limit, time limit
overrides may be granted if the claim is filed within 180 days of the third-party denial or
payment. Submit the claim attached to the Medicaid Resolution Inquiry Form and the third-party
voucher.

Refunds to Medicaid

When a provider does not learn of other health insurance coverage for a recipient until after
receipt of Medicaid payment, the provider must do the following:

1. File a claim with the health insurance company.

2. Upon receipt of payment, refund Medicaid the insurance payment or the Medicaid
payment in full, whichever is less.

3. The provider may keep the larger payment.

Unless DMA requests in writing that refunds should be sent to another address, providers send
refunds to EDS.

Refer to Provider Refunds on page 8-11 for additional information on refunds to Medicaid.

Personal Injury Cases

Tort (Personal Injury Liability)

Medicaid recipients may qualify for other third-party reimbursement because of an accident,
illness, or disability. A third party, or other than those already cited, may be legally liable.
Frequently, these injuries and illnesses result from automobile accidents or on-the-job injuries or
illnesses not covered by Workers” Compensation.

N.C. General Statutes § 108A-57 allows the State subrogation rights (that is, the State has the
right to recover any Medicaid payments from personal injury settlement awards).
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Provider’'s Rights in a Personal Injury Case

When a provider learns that a Medicaid recipient has been involved in an accident, the provider
must notify the TPR section. If the provider has knowledge of the accident at the time of filing
the claim, a Third Party Recovery Accident Information Report (DMA-2043) must be submitted
with the claim. A DMA-2043 must also be submitted when anyone requests a copy of the bill. A
copy of the form is available in Appendix G-23 or on DMA’s Web site at
http://www.ncdhhs.gov/dma/forms.html.

The following information is required by the TPR section to pursue a case, and will assist the
provider when filing a claim with the liability carrier:

e Name of insurance company

o Name of insured person responsible

e Insurance policy number

e Name and address of the attorney, if any

Note: A copy of a letter sent by an attorney or insurance carrier to the provider requesting
information will suffice in lieu of the DMA-2043.

Billing for Personal Injury Cases
The provider must choose between billing Medicaid and billing the liability carrier. Providers

cannot initially file a casualty claim with Medicaid, receive payment, and then bill the liability
carrier (or the recipient) for the same service, even if the provider refunds Medicaid.

The provider cannot bill the recipient, Medicaid, or the liability carrier for the difference between
the amount Medicaid paid and the provider’s full charges. (See Evanston Hospital v. Hauck, 1
F.3d 540 [7" Cir. 1993])

Providers who withhold billing Medicaid have six months from the date of a denial letter or
receipt of payment from the insurance company to file with Medicaid, even if the end of the six
months is after the end of the usual 365-day filing deadline.

The following requirements must be met:

e The provider must file a claim with the third-party carrier or attorney within 365 days
from the date of service.
The provider makes a bona fide and timely effort to recover reimbursement from the third
party.
The provider submits documentation of partial payment or denial with a claim to
Medicaid within six months of such payment or denial.

Payment for Personal Injury Cases

When Medicaid payment is received, the provider is paid in full and there is no outstanding
balance on that claim. Once Medicaid makes a payment for a service, only Medicaid has the right
to seek reimbursement for payment of service.
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If the provider withholds billing Medicaid and receives a liability payment, the provider may bill
Medicaid with the liability payment indicated on the claim. Medicaid may pay the difference if
the Medicaid-allowable amount is greater than the liability payment and the payment amount will
be less than or equal to the recipient liability.

Providers may receive liability payments when they have not pursued or sought third-party
reimbursement. The provider may not keep any liability payment in excess of Medicaid’s
payment. Pursuant to federal regulations and the Evanston case, there is a distinction between
private health insurance payments and other liable third-party payments.

Refunds and Recoupments for Personal Injury Cases

If Medicaid discovers that a provider received Medicaid payment and communicated with a third-
party payer or attorney in an attempt to receive payment of any balance, Medicaid will recoup its
payment to that provider immediately, regardless of whether the provider ultimately receives
payment from that third party.

The following is an example of how a liability payment should be treated:

Amount billed by provider to Medicaid $100.00
Amount paid by Medicaid $50.00
Amount paid by attorney/liability carrier $100.00
Amount to be refunded to Medicaid $50.00
Amount to be refunded to attorney/liability $50.00
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Third-Party Liability—Frequently Asked Questions

1. What is TPL and how does it apply to me?

TPL is another individual or company who is responsible for the payment of medical
services. Most commonly, these third parties are private health insurance, auto, or other
liability carriers. There are state and federal laws, rules, and regulations setting out TPL
requirements, which require these responsible third parties to pay for medical services
before Medicaid is billed. The TPR section is responsible for implementing and enforcing
these TPL laws through both cost avoidance and recovery methods. Therefore, providers
who know of the existence of TPL are required to seek payment from these third parties
prior to seeking payment from Medicaid.

Why was my claim denied for EOB 094, “Refile indicating insurance payment or
attach denial.”?

The database indicates the recipient had third-party insurance on the date of service for
which you are requesting reimbursement and that this type of insurance should cover the
diagnosis submitted for payment. If your service could be covered by the type of
insurance indicated, you must file a claim with that insurance company prior to billing
the Medicaid program. If you receive a denial that does not indicate noncompliance with
the insurance plan, or if you are paid for less than your charges, bill the Medicaid
program and, if appropriate, your claim will be processed. If the Medicaid-allowable
amount is greater than the insurance payment you received, Medicaid will pay the
difference up to the recipient liability. It is the provider’s responsibility to secure any
additional information needed from the Medicaid recipient to file the claim.

If the insurance plan denied payment due to noncompliance with the plan’s requirements,
Medicaid will not make any payment on the claim.

If the insurance data was not indicated on the recipient’s MID card, it was entered on the
database after the MID card was printed and should be on the next MID card. You may
also find this insurance information in the denial section of your RA.

Note: This denial code does not refer to Medicare.

How do | determine the name and the address of the third-party insurance company
that is indicated on the recipient’s MID card?

A list of the Third-Party Insurance Codes is available upon request from the TPR section
or on DMA’s Web site at http://www.ncdhhs.gov/dma/tpr.html. This code list provides
the name and billing address for each code that is listed in the insurance data block on the
MID card under the subheading “Name Code.”

How do | determine what type of insurance the recipient has?

Blue and pink MID cards list an insurance name, code, policy humber, and insurance
type code. Buff MEDICARE-AID ID cards list the insurance name code only. The
insurance type codes are listed below. This is a key to be used by the providers in
identifying third-party resources as shown by the code on the MID card in the insurance
data block under the subheading “Type.”
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The codes listed below are DMA codes and have no relationship with the insurance
industry.

Code Description

00 Major medical coverage

01 Basic hospital w/surgical coverage
02 Basic hospital coverage only

03 Dental coverage only

04 Cancer coverage only

05 Accident coverage only

06 Indemnity coverage only

07 Nursing home coverage only

08 Basic Medicare supplement

10 Major medical & dental coverage
11 Major medical & nursing home coverage
12 Intensive care coverage only

13 Hospital outpatient coverage only
14 Physician coverage only

15 Heart attack coverage only

16 Prescription drugs coverage only
17 Vision care coverage only

Direct questions to the TPR section, Cost Avoidance Unit, at 919-647-8100.
What do | do when my claim is denied for EOB 094 and no insurance is indicated on
the MID card?

Refer to the RA that showed the claim denying for EOB 094. The insurance
information—including the policy holder’s name, certification number, and a three-digit
insurance code—are listed below the recipient’s name.

A list of Third-Party Insurance Codes is available upon request from the TPR section or
on DMA’s Web site at http://www.ncdhhs.gov/dma/tpr.html.

What is considered an acceptable denial from an insurance company?

An acceptable denial is a letter or an EOB from the insurance company or
group/employers on company letterhead that complies with the policy reflected in
question #7. Forward claims for questionable denials to the TPR section:
Division of Medical Assistance
Third Party Recovery
2508 Mail Service Center
Raleigh NC 27699-2508

If the provider has an acceptable denial or EOB, attach the denial to the claim and
forward to EDS Provider Services:
EDS
Provider Services
P.O. Box 300009
Raleigh NC 27622
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7. Why was my claim denied for TPL after | included an insurance denial as referred
to in question #6?

Due to recent changes in interpretation of federal laws, Medicaid denies payment for any
service that could have been paid for by a private plan had the recipient or provider
complied with the private plan’s requirements.

Examples of common private plan noncompliance denials include

e Failure to get an authorization referral from a PCP

¢ Nonparticipating provider

e Failure to obtain a second opinion

e Failure to obtain prior approval

In these circumstances, the provider may bill the recipient for these services, provided the

noncompliance was not due to provider error, or the provider may appeal to the private
plan.

It may be the provider’s responsibility to fulfill requirements of the private plans such as
prior approval and referral authorization from the PCP.

What are the uses of the Health Insurance Information Referral Form (DMA-2057)
and where do | obtain copies?
Complete the DMA-2057 form in the following instances:

e To delete insurance information (that is, the recipient no longer has third-party
insurance, but the MID card indicates other insurance)

To add insurance information (that is, a recipient has third-party insurance that is not
indicated on the MID card)

To change existing information (that is, a recipient never had the third-party coverage
that is indicated on the MID card)

A copy of the form is available in Appendix G-22 or on DMA’s Web site at
http://www.ncdhhs.gov/dma/forms.html.

If the Medicaid recipient’s private health insurance company pays the recipient
directly, what may I bill the recipient?

If the amount of the insurance payment is known, you may bill the recipient for that
amount only. You may also file your claim to Medicaid indicating the third-party
payment amount in the appropriate block on your claim form, and Medicaid will pay the
Medicaid-allowable amount, less the insurance payment. If the insurance payment is
unknown, you may bill the patient the total charges until the payment amount is known.

. May I have an office policy that states I will not accept Medicaid in conjunction with
a private insurance policy?

Yes. A provider can refuse to accept Medicaid for recipients who also have third-party
coverage, even though they accept Medicaid for recipients who do not have third-party
coverage. However, providers must advise the recipient of the responsibility for payment
before the services are rendered. The provider must obtain proper consent from the
recipient for this arrangement.
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11. What do | do when a recipient or another authorized person requests a copy of a bill
that I submitted to Medicaid?

Regardless of whether you have received payment, if you have already submitted the
claim to Medicaid, and if you have the proper patient authorization, you may provide a
copy of the bill to the recipient, an insurance company, an attorney, or other authorized
person. However, you can do so only if you comply with the following requirement. All
copies of any bill that has been submitted to Medicaid must state “MEDICAID
RECIPIENT, BENEFITS ASSIGNED” in large, bold print on the bill. If you provide a
copy of a bill that was filed with Medicaid without this language, Medicaid may recoup
this payment.

. How do I determine the amount of refund due to Medicaid when Medicaid pays my
claim and | subsequently receive payment from a third-party insurance carrier?

Once you have filed a claim with Medicaid and have received payment, your claim has
been paid in full. Upon receipt of payment from the TPL carrier, you must refund to
Medicaid the amount of Medicaid’s payment and you must also refund to the patient or
the liability carrier any remaining amount. By billing Medicaid and receiving payment,
the provider relinquishes any right to Medicaid’s payment for that service through
assignment and subrogation. This includes the prohibition on the provider’s billing for or
receiving a recovery for the difference between the amount Medicaid paid and the
provider’s full charges. This practice violates both state and federal laws.

The provider has the option to defer billing Medicaid and instead pursue a claim for full
charges with the liability carrier. As long as the provider has filed a claim with the
liability carrier within one year from the date of service, and is diligently pursuing
reimbursement from that liability carrier, the provider may file a claim with Medicaid
within 180 days of a denial or payment from that carrier, even though the 180 days may
end after the usual 12-month time limit for filing with Medicaid.
. When do | file my claim with EDS and when do | file it with the TPR section?

Send your claim directly to EDS when
e The recipient has no private health insurance
e The insurance EOB reflects an insurance payment
e There is an insurance denial with the following reasons:

0 Applied to the deductible

0 Benefits exhausted

0 Noncovered services (meaning the service was not and will never be covered
under this policy)

0 Pre-existing condition
0 Medicare/Medicaid dually eligible with no private health insurance
File your claim with the TPR section if the claim includes either a Health Insurance

Information Referral Form (DMA-2057) or an insurance EOB indicating any other type
of denial not mentioned in the question above.

. If the Medicaid recipient is required by their private insurance to pay a co-payment
amount, can this amount be collected up front at the time the services are rendered?

No. The provider cannot bill the Medicaid recipient for the co-payment amount unless the
Medicaid payment is denied because the service was a non-covered service, and then
only if the provider has advised the recipient in advance that the services are not covered.

7-9
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Health Insurance Premium Payments

Payment of Health Insurance Premiums

The Health Insurance Premium Payment (HIPP) program is a cost-effective premium payment
program for Medicaid recipients with catastrophic illnesses such as end-stage renal disease,
chronic heart problems, congenital birth defects, cancer, and AIDS. These recipients are often at
risk of losing private health insurance coverage due to nonpayment of premiums. DMA will
consider the benefit of paying health insurance premiums for Medicaid recipients when the cost
of the premium, deductible, and co-insurance is less than the anticipated Medicaid expenditure.

Eligibility Determination

To be eligible for Medicaid payment of premiums, the recipient must be authorized for Medicaid
and have access to private health insurance (in most cases through an employer). DMA will pay
the premiums only on existing policies or those known to be available to the recipient (for
example, through COBRA). Premiums are paid for a family coverage policy only when the policy
is cost effective and it is the only way the recipient can be covered. Family members who are not
eligible for Medicaid cannot receive Medicaid payment for deductible, co-insurance, or cost-
sharing obligations.

Eligibility Process

Medicaid reviews the case of each recipient who meets any of the conditions cited above for
possible premium payment. DMA verifies the insurance information, obtains premium amounts,
makes the cost-effectiveness determination, and notifies the recipient and the appropriate referral
source.

When DMA determines that a group health insurance plan available to the recipient through an
employer is cost effective, and the recipient is approved for participation in the HIPP program,
the recipient is required to participate in the health insurance plan as a condition of Medicaid
eligibility. If the recipient voluntarily drops the insurance coverage or fails to provide the
information necessary to determine cost effectiveness, Medicaid eligibility may be terminated.
The recipient is not required to enroll in a plan that is not a group health insurance plan through
an employer. However, if it is determined that a non—group health plan is cost effective, DMA
will pay the cost of the premium, co-insurance, and deductible of such a plan if the recipient
chooses to participate.

Where to Obtain Information

Information about HIPP and the HIPP Application (DMA-2069) are available through the local
county DSS office. Brochures and applicable forms are also available in the local health
departments, hospitals, hospices, RHCs, and FQHCs. A copy of the HIPP Application (DMA-
2069) is also available in Appendix G-24 or on DMA’s Web site at
http://www.ncdhhs.gov/dma/forms.html.
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Medicaid Credit Balance Reporting

Providers are required to submit a quarterly Medicaid Credit Balance Report (Appendix G-25, -
26) reporting all outstanding Medicaid credit balances reflected in the accounting records as of
the last day of each calendar quarter.

The report is used to monitor and recover “credit balances” due to Medicaid. A credit balance is
defined as an improper or excess payment made to a provider as the result of recipient billing or
claims processing errors. Credit balances include all money that is due to Medicaid, regardless of
its classification in a provider’s accounting records.

For example, if a provider maintains a credit balance account for a stipulated period (such as 90
days) and then transfers the account or writes it off to a holding account, this does not relieve the
provider of its liability to Medicaid. In these instances, the provider is responsible for identifying
and repaying all of the money due to Medicaid.

Completing and Submitting the Medicaid Credit Balance Report

The Medicaid Credit Balance Report requires specific information for each credit balance on a
claim-by-claim basis. The form provides space for 15 claims, but it may be reproduced as many
times as necessary to report all the required credit balances. Specific instructions for completing
the report are on the reverse side of the form.

Send the report to the TPR section at the address listed on the form no later than 30 days
following the end of the calendar quarter. (Calendar quarters end March 31, June 30, September

30, and December 31). A report is required from hospital providers and long-term-care
facilities even if a zero ($0.00) credit balance exists.

Failure to submit a Medicaid Credit Balance Report in a timely manner could result in
withholding of Medicaid payments until the report is received.

Only the completed form should be sent to the TPR section. Refund or recoupment requests
should be sent to EDS along with all the necessary documentation to process the refund or
recoupment. Do not send refunds or recoupment requests to the TPR section.
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Section 8 Resolving Denied Claims

Claim Adjustments

Resubmission of a Denied Claim

The Medicaid Claim Adjustment form is used to adjust a previously paid claim or a denied claim.
If your paid or denied claim was for one of the EOBs listed at the end of this section, do NOT file

as an adjustment; these claims can be refiled as new claims. If your EOB is not listed below,
please use the Medicaid Claim Adjustment Request form to process your claim. Do not use the
Medicaid Claim Adjustment form to inquire about the status of a claim or to submit a claim for
dates of service that have exceeded the filing time limit. Use the Medicaid Resolution Inquiry
form if you have exceeded the filing time limit.

When submitting adjustment requests, always attach a copy of any Remittance and Status Report
(RA) related to the adjustment as well as any medical records that could justify the reason for
paying a previously denied claim. It is suggested that providers include a corrected claim when
submitting an adjustment, but it is not required if the claim was filed electronically.

Within 30 days of filing a Medicaid Claim Adjustment Request, you will see the status of the
claim listed on the RA as “pending.” If the status code does not appear as pending, verify that the
recipient’s Medicaid identification (MID) number and the internal claim number (ICN) are
complete and correct. If the MID number or ICN is incorrect, refile the adjustment request with

the correct information.

Instructions for Completing the Medicaid Claim Adjustment Request

Form

The instructions for completing the Medicaid Claim Adjustment Request are listed below. A copy
of the Medicaid Claim Adjustment form is in Appendix G-27 and on DMA’s Web site at
http://www.ncdhhs.gov/dma/forms.html.

Line

Instruction

Provider Number

Billing provider’s number

Provider Name

Name of billing provider

Recipient Name

Recipient’s name exactly as it appears on the MID card

Recipient ID

Recipient’s MID number as it appears on the MID card

Claim Number

The ICN followed by the 5-character financial payer code as shown
on the RA. Always reference the original ICN even if you have a
subsequent denied adjustment. For an adjustment that has a payment
on a detail, reference the adjustment ICN as the claim number.

Date of Service

Beginning and ending date of service covered on the original claim

Billed Amount

Amount billed on the original claim

Paid Amount

Amount paid on the original claim

RA Date

Date the original claim was paid

Type of Adjustment

Reason for the adjustment (overpayment, full recoupment, etc.)

Changes or Corrections to be Made

Units

| Correct number of units
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Line

Instruction

Dates of Service

Correct date of service

Third Party Liability

Indicate TPL amount on the adjustment form and include a copy of
the TPL voucher showing payment.

Procedure/
Diagnosis Code

Indicate the combined procedure code or revenue code and the
corrected billed amount.

Patient Liability

Include the latest Patient Monthly Liability form (DMA-5016)
pertaining to the date of service. Include all related RAs showing a
liability amount applied to the claim.

The adjustment request will be reviewed by DMA’s Claims Analysis
Unit. If your RA indicates an EOB 9607 Adjustment being reviewed
for change in patient liability, do not refile or resubmit the
adjustment; it will be processed for you.

Medicare Adjustment

Attach the original and the adjusted Medicare vouchers. Use the ICN
for the previously paid claim for the claim referenced on the
adjustment form.

Indicate all related Medicare vouchers. If Medicare processing
necessitates an adjustment payment on two separate claims, send both
claim copies and both Medicare vouchers. Use the ICN for the denied
duplicate claim for the claim references on the adjustment form.

Billed Amounts

Show the total billed amount on the adjustment request form. Do not
use the difference between the original claim and the adjusted claim
as the billed amount.

Further Medical
Review

Submit only the medical records, operative notes, anesthesia records,
etc., that may affect the claims payment. These records are used by
medical staff to determine whether to reimburse the providers or deny
the adjustment as paid correctly.

Other Duplicate
Denials

When filing an adjustment for a duplicate denial for a CMS-1500
claim, attach medical records or radiology reports for the dates of
service in question. Do not submit the adjustment form or medical
records with front and back copies. All records and forms are scanned
on the front side only.

Line

Instruction

Specific Reason for
Adjustment Request

Reason for the adjustment. If the adjustment is a result of procedures’
not being combined, indicate the codes that are being combined. If the
adjustment is necessitated by incorrect units, indicate the total number
of correct units as it should have appeared on the original claim along
with the corrected billed amount and the correct date of service.

Signature of Sender

Name of the person filling out the form

Date

Date the adjustment request is submitted or mailed

Phone number

Area code and telephone number for the person filling out the form.

Tips for Filing Adjustments
The following tips will assist in completing the adjustment form.

e Complete only one adjustment form per claim; a separate adjustment request form for each
line item on a single claim is not necessary.
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Reference only one ICN per adjustment form.

If requesting a review of a previously denied adjustment, reference the original ICN and
resubmit with all supporting documentation related to the adjustment. Do not reference the
ICN for the denied adjustment.

Include a copy of the appropriate RA with each adjustment request. If multiple RAs were
involved in the claim payment process, include copies of each RA.

Include a copy of the claim that is referenced on the adjustment request.
Note: This is not required for electronically submitted claims.

When the adjustment request involves a corrected or revised claim, send both the original
and revised claim. Do not obliterate previously paid details on the claim.

Include pertinent information on a separate sheet of paper. Do not write information on the
back of the adjustment form, RAs, etc.

Ensure that all of the information submitted with the adjustment request is legible.

Send only the medical records that pertain to the services rendered. If it is necessary to send
records with other information included, identify the portion of the record that is significant
to the adjustment request.

Only the claim that pertains to the payment or denial in question should be submitted with
the adjustment request. Do not submit any other claims with the adjustment request. Claims
for service dates that have not been submitted should be filed on a new day claim, including
late charges for codes not previously filed.

When submitting an adjustment to Medicaid due to a Medicare-adjusted voucher, attach
both the original voucher and the adjusted Medicare voucher. Reference the ICN of the
original voucher.

If requesting a review of a previous partial payment or a partial recoup adjustment,
reference the ICN for the adjustment and resubmit with all supporting documentation
related to the adjustment.

The most common mistakes that are made when filing adjustments are these:

Incomplete or invalid MID information or ICNs

Multiple ICNs on the same form

Unspecified or too-general reason for the adjustment request

Missing copy of the RA related to the request

Missing reference to the original ICN, or use of a denied adjustment ICN

A partial payment or partial recoupment number is not referenced as the original ICN
Filing the adjustment after the 18-month time limit

Note: If an adjustment is not filed until the 17th month from the date of service, the
original claim may no longer be available in the system for adjustment. Submit adjustments
as soon as possible so they can be processed within the 18-month time limit.

Missing required documentation (Medicare vouchers, medical records, operative records,
etc).

RA Requirements for Paper Adjustments:
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Paper adjustment processing procedures require that providers attach a copy of all paper
Medicaid RA pages related to the referenced claim.

Aprovider-generated RA is not an acceptable substitute for the paper copy mailed to
providers by EDS. Provider-generated RAs have varied formats and do not include all
information necessary for manual adjustment processing.

Paper adjustments that do not include the required RA will be denied with EOB 812,
“Adjustment denied. Please refile with all related R/A’s, including original processing.”
Providers receiving this denial should resubmit a copy of their adjustment with the
requested RA.

If you do not have a copy of the paper R/A, contact EDS Provider Services to request a
replacement. (There is a per-page charge for RA requests that are more than 10 checkwrites
old. RA reprints for the last 10 checkwrites are provided at no charge.)

Submitting an Adjustment Electronically

With the implementation of HIPAA standard claims transactions, adjustments may now be filed
electronically. There are two separate actions that may be filed:

1. Void—in order to file a claim to be voided, the provider must mark the claim as a voided
claim using the Claim Submission Reason Field (Dental and CMS-1500) and Type of Bill
(UB-92/04) on the 837 electronic claim transaction. The ICN for the original claim to be
voided must also be provided. When processed, the claim associated with the original ICN
will be recouped from the patient’s record and the payment will be recouped from the
provider’s RA.

Replacement—a replacement claim may be filed by completing a corrected electronic
claim and marking the claim as a replacement using the Claim Submission Reason Field
(Dental and CMS-1500) and Type of Bill (UB-92/04) on the electronic claim transaction.
The ICN for the original claim to be replaced must also be provided. The original claim
will be recouped from the patient’s record and shown as a recoupment on the RA when the
replacement claim processes and pays without error. If the replacement claim is denied, the
entire replacement process will be denied, including the recoupment.

N.C. Medicaid will continue to accept and process paper adjustments. Although adjustments may
be filed electronically, providers are advised to file adjustments on paper when paper
documentation is required.

Pharmacy Claim Adjustments

A Pharmacy Adjustment Request form is available for providers to use to request an adjustment
to a Medicaid payment when the adjustment cannot be processed online. This form is used to
request an adjustment to a Medicaid payment for prescription drugs. Claims that are denied with
no payment can be resubmitted instead of adjusted. Use the Pharmacy Adjustment Request form
to do the following:

e Credit Medicaid for a billed and paid prescription that was never dispensed
o Credit Medicaid for a billed and paid prescription for unit-dose drugs that were unused

e Correct Pharmacy of Record denials when submitted with a copy of the Medicaid card
stub

Correct NDC, quantity, days supply, date of service, billed amount, Rx number, or third-
party payment
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Instructions for Completing the Pharmacy Adjustment Request Form

The instructions for completing the Pharmacy Adjustment Request form are shown below. A
copy of the Pharmacy Request form is in Appendix G-28 and on DMA’s Web site at
http://www.ncdhhs.gov/dma/forms.htm.

Line Instruction

Recipient Medicaid Enter the recipient’s MID number as it appears on the MID card.
Number

Recipient Name Enter the recipient’s name exactly as it appears on the MID card.

Pharmacy Name and Enter the name of the pharmacy and the pharmacy’s Medicaid
Provider Number provider number,

Rx Number Enter the prescription number assigned by the pharmacy to the
prescription on claim to be adjusted.

Drug Name Enter the name of the drug dispensed, including the strength and the
dosage form (abbreviated).

NDC Enter the 11-digit NDC for the prescription.

Quantity Enter the original quantity to be billed, using up to five digits.

Billed Amount Enter the original total to be billed for the prescription claim.

Date Filled Enter the original date the prescription was filled, using the
MM/DD/YY format.

Claim Number Enter the ICN of the claim that is submitted to be adjusted.

Denial EOB Do not enter information in this block unless the claim was denied
with EOB 0985, “Exceeding Prescription Limitation.”

Insurance Paid Indicate a correction of omission of Other Payer Amount by placing
an “X” in this box. Indicate in the “Adjustment Reason” block that
the adjustment request is for an omission of Other Payer Amount.
Attach appropriate documentation of the other payer amount to the
adjustment request.

Adjustment Reason State why a correction is needed.

Paid Amount Enter the amount of the original Medicaid payment for the claim
identified by the ICN listed in the “Claim Number” block.

EOB Denials That Do Not Require Filing an Adjustment

In most situations, if one of the following EOBs is received, providers should refile the claim
with correct information. If adjustments are submitted for the EOBs below, the claim will be
denied for EOB 998, which states, “Claim does not require adjustment processing, resubmit claim
with corrections as a new day claim” or EOB 9600, which states, “Adjustment denied; if claim
was with adjustment it has been resubmitted. The EOB this claim previously denied for does not
require adjusting.”

In the future, resubmit a new or corrected claim in lieu of sending an adjustment request.” Do not
automatically file an adjustment if a claim receives an EOB that is not included on this list; that
may not be how that specific claim situation should be resolved. Please contact EDS Provider
Services at 1-800-688-6696 or 919-851-8888 if there are any questions on how to resolve a
specific denial (Last Revision 12/15/04).

0002 0003 0004 0005 0007 0009 0011 0013 0014 0017

0019 0023 0024 0025 0026 0027 0029 0033 0034 0035
0036 0038 0039 0040 0041 0042 0046 0047 0049 0050
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0051 0058 0062 0075
0076 0077 0078 0090
0093 0094 0095 0106
0108 0110 0111 0121
0122 0123 0126 0134
0135 0138 0139 0153
0154 0155 0156 0164
0165 0166 0167 0177
0179 0181 0182 0191
0194 0195 0196 0203
0204 0205 0206 0219
0220 0221 0222 0240
0241 0242 0244 0253
0255 0256 0257 0286
0289 0290 0291 0298
0299 0316 0319 0394
0398 0424 0425 0439
0452 0462 0465 0529
0536 0537 0548 0569
0572 0574 0575 0584
0585 0586 0587 0609
0610 0611 0612 0636
0641 0642 0661 0670
0671 0672 0673 0681
0682 0683 0685 0734
0735 0749 0755 0817
0819 0820 0822 0865
0866 0867 0868 0905
0908 0909 0910 0919
0920 0922 0925 0934
0936 0940 0941 0948
0949 0950 0952 0972
0974 0986 0987 0997
0998 1001 1003 1038
1043 1045 1046 1059
1060 1061 1062 1087
1091 1092 1152 1181
1183 1184 1186 1278
1307 1324 1350 1399
1400 1404 1422 1868
1873 1944 1949 2149
2235 2236 2237 2914
2915 2916 2917 2924
2925 2926 2927 3001
3002 3003 5001 5223
5224 5225 5226 6705
6707 6708 7700 7708
7709 7712 7717 7740
7741 7788 7794 7908
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7909 7910 7911 7912 7918
7919 7920 7921 7922 7928
7929 7930 7931 7932 7938
7939 7940 7941 7942 7948
7949 7950 7951 7952 7958
7959 7960 7961 7962 7968
7969 7970 7971 7972 7978
7979 7980 7981 7982 7991
7992 7993 7994 7995 8175
8326 8327 8328 8400 8905
8906 8907 8908 8909 9104
9105 9106 9174 9175 9204
9205 9206 9207 9208 9214
9215 9216 9217 9218 9224
9225 9226 9227 9228 9234
9235 9236 9237 9238 9244
9245 9246 9247 9248 9254
9256 9257 9258 9259 9273
9274 9275 9291 9295 9630
9631 9633 9642 9684 9947
9993

Note: This list is not all inclusive.

Resolution Inquiries

The Medicaid Resolution Inquiry form is used to submit claims for
e Time limit overrides
e Medicare overrides
e Third-party overrides

When submitting inquiry requests, always attach the claim and a copy of any RAs related to the
inquiry request, as well as any other information related to the claim. Each inquiry request
requires a separate form and copies of documentation (vouchers and attachments). Because these
documents are scanned for processing, attach only single-sided documents to the inquiry request.
Do not attach double-sided documents to the inquiry request. A copy of the Medicaid
Resolution Inquiry form is in Appendix G-29 and on DMA’S Web site at
http://www.ncdhhs.gov/dma/forms.html.

Time Limit Overrides

All Medicaid claims, except hospital inpatient and nursing facility claims, must be received by
EDS within 365 days of the first date of service in order to be accepted for processing and
payment. All Medicaid hospital inpatient and nursing facility claims must be received within 365
days of the last date of service on the claim. If a claim was filed within the 365-day time period,
providers have 18 months from the RA date to refile a claim.

If the claim was initially received and processed within the 365-day time limit, that claim can be
resubmitted on paper or electronically as a new day claim. The new day claim must have an exact
match of recipient MID number, provider number, from date of service, and total billed.

8-7
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Claims that do not have an exact match to the original claim in the system will be denied for one
of the following EOBs:

0018 Claim denied. No history to justify time limit override. Claims with proper
documentation should be resubmitted to EDS Provider Services Unit.

8918 Insufficient documentation to warrant time limit override. Resubmit claim with proof of
timely filing—a previous RA, time limit override letter, or other insurance payment or
denial letter within the previous six months.

Because DMA and EDS must follow all federal regulations to override the billing time limit,
requests for time limit overrides must document that the original was submitted within the initial
365-day time period. Examples of acceptable documentation for time limit overrides include

o Dated correspondence from DMA or EDS about the specific claim received that is within
365 days of the date of service

An explanation of Medicare benefits or other third-party insurance benefits dated within
180 days from the date of Medicare or other third-party payment or denial

A copy of the RA showing that the claim is pending or denied; the denial must be for
reasons other than time limit

The billing date on the claim or a copy of an office ledger is not acceptable documentation. The
date that the claim was submitted does not verify that the claim was received by EDS within the
365-day time limit.

If the claim is a crossover from Medicare or any other third-party commercial insurance,
regardless of the date of service on the claim, you have 180 days from the EOB date listed on the
explanation of benefits from that insurance (whether the claim was paid or denied) to file the
claim to Medicaid. You must include the Medicaid Resolution Inquiry Form, copy of the claim,
and a copy of the Third-Party or Medicare EOB in order to request a time limit override.

If a claim is submitted for processing beyond the 365-day time limit, attach the claim and
required documentation to the Medicaid Resolution Inquiry form and mail to the address
indicated on the inquiry form.

Instructions for Completing the Medicaid Resolution Inquiry Form

The instructions for completing the Medicaid Resolution Inquiry form are shown below. A copy
of the Medicaid Resolution Inquiry form is in Appendix G-29 and on DMA’s Web site at
http://www.ncdhhs.gov/dma/forms.html.

Line Instruction

Provider Number Enter the billing provider’s number.

Provider Name and | Enter the name and address of the billing provider.
Address

Recipient Name Enter the recipient’s name exactly as it appears on the MID card.

Recipient ID Enter the recipient’s MID number as it appears on the MID card.

8-8
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Line Instruction

Date of Service Enter the beginning and the ending date of service.

Claim Number If the claim was previously processed, enter the ICN followed by the 5-
character financial payer code as indicated on the RA. If this is the first
submission, this information is not required.

Billed Amount Enter the amount billed on the claim.

Paid Amount If applicable, enter the amount paid on the original claim.

RA Date If applicable, enter the date the original claim was paid.

Specific Reason for | Indicate the reason for the inquiry (time limit override, TPL override,
Inquiry Medicare override, etc.). Identify attachments RAs, medical records, TPL
or Medicare vouchers, etc.).

Signature of Sender | Indicate the name of the person filling out the form.

Date Indicate the date the adjustment request is submitted or mailed.

Phone number Indicate the area code and telephone number for the person filling out the
form.

Recoupments

Automatic Recoupments

If previously paid claims would cause a current claim to be denied during the audit review, EDS
will initiate an adjustment to recoup the previously paid charges. This procedure ensures proper
payment for services rendered. The following list shows examples of automatic recoupments. The
list is not all inclusive.

e A current claim is filed for dialysis treatment, which includes previously paid charges.
EDS will initiate an adjustment to recoup the previous payments in order to pay the
dialysis treatment code (i.e., lab, supplies, etc).

e A hospital files an inpatient claim on the same date of service as an outpatient claim.
EDS will recoup the outpatient charges to pay the inpatient claim.

e A physician submits a claim and is paid for lab services that were performed at an
independent lab. The independent lab also files a claim, which is denied as a duplicate.
EDS will initiate an adjustment to recoup the charges paid to the attending physician for
the lab services and pay the claim submitted by the independent lab.

The assistant surgeon’s or anesthesiologist’s claim is filed without the appropriate
modifier and is paid as though it were the primary surgeon, subsequently causing the
primary surgeon’s claim to deny as a duplicate. When an adjustment request is received
from the primary surgeon, EDS will initiate a recoupment of the incorrect payment from
the assistant surgeon or the anesthesiologist in order to pay the surgeon. The assistant
surgeon or anesthesiologist must then submit a corrected claim with the appropriate
modifiers.

Provider Refunds

Overpayments, third-party reimbursements, and incorrect claim submissions may occur in the
processing of Medicaid claims. The following section explains the Medicaid refund process. If
the provider is not aware of other insurance coverage or liabilities for the recipient until after the
receipt of Medicaid payment, the provider must still file a claim with the health insurance
company, then refund to Medicaid the lesser of the two amounts received.
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For example:

Amount billed by provider to Medicaid $50.00
Amount paid by Medicaid 40.00
Amount paid by private insurance 45.00
Amount to be reimbursed to Medicaid 40.00
Submit refunds in accordance with the following instructions:

1. Highlight on the RA the appropriate recipient, claim information, and dollar amount of
the refund to apply to that recipient.

2. Attach a copy of the RA to the check. If a copy of the RA is not available, document the
information listed below by whatever means are available and include it with the check.
This information is required in order to apply the funds against the correct provider claim
and recipient history.

e Provider number

e Recipient name and MID number

e ICN

e Date(s) of service

e Dollar amount paid

e Dollar amount of refund

o Reason for refund (brief explanation)

An attempt will be made to contact the provider if any of this required information is
missing. Make the refund check payable to EDS.

Note: If the refund is in response to a written request from DMA, make the refund check

payable to DMA and mail it to the address indicated in the refund request letter.

Mail the refund with the requested information to
EDS

ATTN: Finance

P.O. Box 300011

Raleigh NC 27622-3011

Once refunds are entered into the system, the following data will appear on the next RA
distributed to the provider:

e The Financial Items section will contain a listing of refunds issued and processed for the
provider. EOB 0113 is indicated for any refund transaction.

The Credit Amount field in the Claims Payment Summarywill indicate the total amount
of refund(s) processed, thereby giving credit for the returned funds. As a result of
returning those funds, the “Net 1099 Amount” field is decreased by the refund amount to
ensure that the IRS is informed of the correct amount of money received and kept by the
provider. Refund transactions do not affect the Claims Paid, Claims Amount, Withheld
Amount, or Net Pay amount fields in this section.
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Section 9 Remittance and Status Report

What is the Remittance and Status Report?

The Remittance and Status Report (RA) is a computer-generated document showing the status of
all claims submitted to EDS, along with a detailed breakdown of payment. The RA is produced at
the same time that checks or electronic funds transfers are generated. If the RA is 10 pages or
fewer for any checkwrite, it is mailed with the reimbursement check. If the RA is more than 10
pages, it is mailed under separate cover.

To assist in keeping all claims and payment records current, retain all RAs. RAs should be kept in
a notebook or filed in chronological order for easy reference.

Reviewing the RA is the first step in claim resolution. If you are unable to resolve the claim by
reviewing the RA or have questions concerning claims payment, contact the EDS Provider
Services Unit for assistance at 1-800-688-6696 or 919-851-8888, option three.

Remittance and Status Report Sections and Subsections
The RA is composed of information identified by subject headings. Each major subject
heading is further divided into subsections depending on provider types or claim type.

Paid Claims

This section shows all of the claims that were paid or partially paid since the previous checkwrite.
The subsections under this section are dependent upon provider type.

The Paid Claims section for institutional RAs is subdivided into
e Inpatient claims
e Qutpatient claims
e Inpatient crossovers
e Qutpatient crossover claims

The Paid Claims section for professional RAs is subdivided into
e Medical claims
e Screening claims for Health Check providers
e Crossover claims

Claims are listed in each subsection alphabetically by the recipient’s last name. A subtotal
follows each subsection, and the grand total follows the entire section.
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Adjusted Claims

This section shows the status of claims when requests for action have been made to correct
overpayment, underpayment, or payment to the wrong provider. Some of the most common
causes for adjustments are clerical errors, incorrect claim information, or incorrect procedure
coding. There are no subsections under this heading.

Informational Adjustment Claims

This section is on the RA to comply with regulations mandated by the Health Insurance
Portability and Accountability Act (HIPAA). This section is informational and reports data
related to refunds processed by Medicaid.

Denied Claims

This section identifies claims that have been denied for payment because of various improper or
incomplete claims entries. The claims listed in this section are divided into subsections to indicate
the type of bill that was processed. Claims are listed in each subsection alphabetically by the
recipient’s last name. A zero appears in all of the columns to the right of the “Non-Allowed”
column. A denial explanation code is located in the far right-hand column. No action is taken by
EDS on denied claims. To resolve the denial, the providers must correct and resubmit the claim.

Claims in Process

This section lists claims that have been received and entered by EDS but are pending payment
because further review of the claims is needed. Do not resubmit claims that are pending payment.

Financial Items

This sections contains a listing of provider-refunded payments, recoupments, payouts, and other
financial activities that have taken place for the current checkwrite. The recoupments, refunds,
and other recovered items appear as credits against the provider’s total earnings for the year.
Payouts appear as debits against the total earnings for the year. The explanation code beside each
item indicates the type of action that was taken for that item.

Claims Summary

The Claims Summary section is used only for specific providers. It is divided into inpatient and
outpatient subsections. Following each subsection is a summary of the revenue code totals from
all of the claims listed in each subsection.
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Claims Payment Summary

This section summarizes all payments, withheld amounts, and credits made to the provider for
both the current checkwrite cycle(Current Processed) and for the current year (Year to Date
Total).

Financial Payer Code

A financial payer code follows the internal control number (ICN) assigned to each claim. It is
located in the first line of the claim data reflected on the RA. This financial payer code denotes
the entity responsible for payment of the claims listed on the RA. Medicaid is the only financially
responsible payer. Therefore, only the Medicaid payer code, NCXIX, will be listed.

Population Group Payer Code

The RA reflects the population payer code for each claim detail. The population payer code is
printed at the beginning of each claim detail line on the RA. The population payer code denotes
the special program or population group from which a recipient is receiving Medicaid benefits.

Examples of population payer codes are as follows.

Code Name Description

CA-Il Carolina ACCESS | All recipients enrolled in Medicaid’s Carolina ACCESS
(CCNC) program.

CA-lI ACCESS I All recipients enrolled in Medicaid’s ACCESS Il (CCNC)
program

NCXIX | Medicaid All recipients not enrolled in any of the above-noted population
payer programs. Any recipient not identified with Carolina
ACCESS (CCNC) or ACCESS Il (CCNC) will be assigned the
NCXIX population payer code to identify them with the
Medicaid fee-for-service program.

Piedmont Cardinal | All Medicaid mental health, developmental disabilities, and
Health Plan substance abuse (MH/DD/SA) services for individuals
receiving Medicaid from Rowan, Stanly, Union, Davidson, and
Cabarrus counties are provided through PCHP.

Other population payers may be designated by DMA in the future.

New Totals Following the Current Claim Total Line

An additional line is added following each claim total line of the paid and denied claim sections
of the RA for the following claim types:

o Medical (J)
o Dental (K)
o Home Health, Hospice, and Personal Care (Q)
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e Medical Vendor (P)
e OQutpatient (M)
o Professional Crossover (O)

This additional line provides a summary of the original claim billed amount, original claim detail
count, and the total number of financial payers. Because they are not processed at the claim detail
level and do not have multiple financial payers assigned, a summary of this information is not
listed for the following claim types:

e Drug (D)
e Inpatient (S)
e Nursing Home (T)

Summary Page

For each Medicaid population payer identified on the RA, a summary page showing total
payments by population payer is provided at the end of the RA. This provides population payer
detail information for tracking and informational purposes.

Remittance and Status Report Field Descriptions

Claims are listed alphabetically by the recipient’s last name. The charge for each procedure or

service billed for that recipient is listed on a separate line. Information about each charge is listed
on the RA.

The following table provides an explanation of the fields on the RA.

Field Explanation
Name Recipient’s name, listed by last name
County Number A numeric code for the recipient’s county of residence
RCC Ratio of cost-to-charge, which indicates the percent of Total
Allowed charge to be paid (where applicable)
Claim Number The unique 20-digit ICN assigned to each claim by EDS for
internal control purposes

Note: Reference this number when corresponding with EDS about
a claim.

Recipient ID The recipient’s MID number is listed below the recipient’s name.
Medical Record Number If a provider chooses to use a medical record number when
submitting a claim, the first nine characters of the number are
displayed in this field. If no medical record number is entered on
the claim, the RA will list the Medical Record Number as O.
Population Group The Population Payer Code denoting the special program or
population group from which a recipient is receiving Medicaid
benefits

Service Dates The “From” (beginning) date of service and the “To” (ending) date
of service, in the MMDDCCY'Y format
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Field

Explanation

Days or Units

Number of times a particular type of service is provided within the
given service dates. Depending on the provider type, either the
number of days or units of service is shown. Decimal quantities are
appropriate.

Type of Service

The Medicaid conversion for the TOS billed

Procedure/Accommodation/
Drug Code and Description

The procedure, service, or drug code. For providers mandated to
use modifiers when billing, the modifiers are printed below the
description of service. These provider types will not show TOS
except on claims for which TOS is still used (e.g., Health Check).

Total Billed

Total amount the provider bills for each procedure or service

Non Allowed

Difference between the Total Billed column and the Total Allowed
column

Total Allowed

Total amount Medicaid allows for a particular procedure or
service. The charge billed for each service is determined to be
either a “covered charge” or a “non-covered charge.” The Total
Allowed is 0 for a non-covered charge. (Total Allowed = Total
Billed — Non-allowed)

Payable Cutback

Difference between the Medicaid-allowed amount and the amount
that Medicaid pays for a particular procedure or service based on
the revenue code or reimbursement amount

Other Deducted Charges

Other sources of medical service funds must be deducted from the
Payable Charge amount or cost before the Medicaid program pays
the charge. These deductions include third-party liability, patient
liability, and co-payment. (The deductions are listed below the
claim information for each recipient.)

Note: For hospital claims, patient liability is deducted from the
Total Billed and is shown in the non-allowed column.

Paid Amount

Amount paid to the provider (Paid Amount = Payable Charge -
Other Deducted Charges)

Explanation Codes

A numeric explanation code for each procedure or service billed,
which shows the method of payment or reason for denial. A list of
the codes and descriptions is located on the last page of the RA.

Deductible (Spend down)

The total amount of the deductible (spend down) is listed below
the claim information for each recipient. This amount is applied to
the Billed Amount for each procedure or service billed until the
total amount of the deductible is met.

Patient Liability
Co-payment
Third-Party Liability

A listing of these amounts follows the claim information. These
items are totaled and entered in the Other Deducted Charges
column. They are deducted from the Payable Charge.

Difference

Difference between the Medicaid projected payment (a calculation
of the difference between the Medicaid allowable and the
Medicare payment) and the actual Medicaid payment when
Medicaid pays the Medicare co-insurance or deductible

Original Detail Count

Number of items (procedures or services) billed

Total Financial Payers

Number of entities responsible for payment
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Explanation of the Internal Claim Number

Each claim processed by the Medicaid program is assigned a unique 20-character internal claim
number (ICN). The ICN is used on the RA to identify the claim and to trace the claim through the
processing cycle. The ICN identifies how and when EDS received the claim and how it was
processed by assigning numeric codes for the following.

Field Explanation

Region The first two digits indicate whether the claim was submitted on paper,
electronically by modem or diskette, electronically by magnetic tape,
or as an adjustment.

Year The next four digits indicate the year that the claim was received.

Julian Date The next three digits indicate the date the claim was received in the
EDS mailroom. The Julian calendar is used to identify the numerical
day of the year. (For example, 001 = Jan. 1 and 365 = Dec 31.)

Batch The next three digits represent the identification number that is
assigned to paper claims, which are batched into groups of 100 as they
are received and scanned into the system.

# of Claims in Batch | The next three digits represent the number that is assigned to each
claim within the batch of 100. (For example, 000 = first claim and 990
= last claim.)

Payer Code The 5-character payer code denotes the entity responsible for payment
of the claim. (For example, NCXIX = North Carolina Medicaid.)

Submission Explanation of Region Julian
Type Date

Paper A paper claim received in 001
Submission the EDS mailroom and
keyed by EDS

Electronic Claim submitted 365
Submission electronically through a
(PC) personal computer by
either modem or mail-in
diskette

Electronic Electronic claim submitted
Submission by magnetic tape
(Tape)
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Submission
Type

Explanation of Region

Julian
Date

# of
Claims

Payer
Code

Medicare
Crossover

Medicare crossover
received by EDS from
Medicare on magnetic
tape. If the claim is not
automatically crossed over
from Medicare and the
provider submits the claim
copy and EOMB, the claim
number will begin with a
10, indicating a paper
claim.

005

500

NCXIX

Adjustment
Request

Adjustment requested by
the provider, EDS, or
DMA. A previous payment
was made on this claim.

Refund

Refund sent to EDS from
the provider
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Section 10 Electronic Commerce Services

Available Services

The EDS Electronic Commerce Services unit offers support to providers, software vendors,
billing services, value added networks (VANS), and clearinghouses in matters related to
Electronic Data Interchange (EDI). This includes providing support for transactions implemented
with the Health Insurance Portability and Accountability Act (HIPAA), including the following:

o Health Care Claim Dental ASCX12N 837 004010X97A1
e Health Care Claim Professional ASC X12N 837 00410X098A1
o Health Care Claim Institutional ASC X12N 837 00410X091A1
Health Care Payment/Advice ASC X12N 835 00410X091A1
Claim Inquiry and Response ASC X12N 276/277 00401X093A1
Health Care Services Review and Response ASC X12N 278 004010X94
Health Care Claim Status Request and Response ASC X12N 276/277 004010X093A1

Health Care Eligibility Benefit Inquiry and Response ASC X12N 270/271
004010X092A1

Payroll Deducted and Other Group Premium Payment for Insurance Products ASC X12N
820 004010X061

o Benefit Enrollment and Maintenance ASC X12N 834 004010X095A1
e Transmission Receipt Acknowledgment ASC X12 997 004010

In addition, Electronic Commerce Services provides technical support to the users of the N.C.
Medicaid Web-based claims filing tool (NCECSWeb).

Electronic Claims Submission

Submitting claims electronically offers a low-cost, highly reliable alternative to paper claim
submission. EDS currently processes claims through the following electronic formats: modem,
secure file transfer protocol (SFTP), and CD-ROM. More than 95% of all Medicaid claims are
currently submitted electronically. Electronic claims processing benefits providers in the
following ways.

Improved Cash Flow

Claims submitted electronically are processed faster than paper claims, so payments are received
more quickly. Claims submitted electronically by 5:00 p.m. on the cut-off date are processed on
the following checkwrite.

Note: The electronic cut-off schedule and the checkwrite schedule are available on DMA’s Web
site at http://www.ncdhhs.gov/dma/forms.htm.
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Saved Time

Billing software offers time-saving features such as automatic insertion of certain pieces of
information, retrieval of old claims from backup files, and generation of lists of commonly used
billing codes.

Ease of Use

EDS automates Medicaid claim tracking. By utilizing the capabilities inherent in some software
packages, providers can create reports and track paid and denied claims. Electronic back-up files
facilitate claim resubmission.

Support

ECS analysts are available Monday through Friday, 8:00 a.m. through 4:30 p.m., at 919-851-8888
or 1-800-688-6696, menu option 1.

Billing Claims Electronically

All providers who submit claims electronically—whether through a clearinghouse, with software
obtained from an approved vendor, or through NCECSWeb—must complete and return an ECS
provider agreement to DMA for each billing provider number. If the Medicaid billing number is a
group number, page 3 of the agreement must be completed by all of the individuals in the group.

Notification of approval is mailed back to the requesting party within 10 working days.
Notifications of approval must be received from DMA before providers can begin billing
electronically. To obtain a copy of this agreement, visit DMA’s Web site at
http://www.ncdhhs.gov/dma/forms.html#prov.

Providers and clearinghouses that bill HIPAA-compliant transactions directly to N.C. Medicaid
are required to complete and submit a trading partner agreement (TPA) to EDS. The TPA
stipulates the general terms and conditions by which the partners agree to exchange information
electronically. The EDS Electronic Commerce Services Unit will work with the trading partner’s
staff to exchange and analyze technical information. The TPA form is available on DMA’s Web
site at http://www.ncdhhs.gov/dma/hipaa.htm.

Billing with the North Carolina Electronic Claims Submission Web-
based Tool

The North Carolina Electronic Claims Submission Web-based (NCECSWeb) tool is available to
providers at no charge. NCECSWeb can be used only to bill claims to North Carolina Medicaid.
Providers are required to receive a logon identification number (also known as an authorization
number or submitter ID) and password to NCECSWeb. NCECSWeb replaces all previous
versions of ECS software issued by N.C. Medicaid.
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Billing with Software Obtained from a Vendor

A variety of software programs that provide integrated health insurance billing are available.
Providers must obtain software from a vendor who has written the program using specifications
adopted under HIPAA. For a list of approved vendors, call the ECS unit at 1-800-688-6696 or
919-851-888, menu option 1.

After verifying that the vendor has tested their software with EDS, call the ECS unit at 1-800-
688-6696 or 919-851-8888, menu option 1, to obtain a logon identification number and a
password. It is not necessary to test the software prior to submitting claims. Once providers are
notified that the logon and password have been activated, they can begin submitting claims
electronically.

Billing with Software Written by Your Office or Company

Facilities and providers may develop their own software for electronic claims filing. This
software must comply with the electronic standards as adopted under HIPAA. HIPAA
Transaction Implementation Guides may be obtained from Washington Publishing Company at
www.wpc-edi.com. In addition, N.C. Medicaid Companion Guides, designed for use in
conjunction with HIPAA Transaction Implementation Guides, may be found at
http://www.ncdhhs.gov/dma/hipaa/compguides.htm. Once the software program has been written,
call the ECS unit at 1-800-688-6696 or 919-851-8888, menu option 1, to obtain a test logon
identification number and a password.

Providers are asked to submit 5 to 20 test claims electronically. These claims can be previously
paid claims or new claims that will be submitted for payment at a later date. Claims must have
valid information and dates of service that are not over one year old. The claims are tested for
compliance to HIPAA standard format only.

The EDS Testing Coordinator contacts providers with test results within 5 to 7 working days. No
payments are made on test claims. When testing is complete, the provider is responsible for
refiling the claims for payment. After successful completion of testing, a production logon
identification number and password are assigned to the provider.

Billing through a Clearinghouse

Providers may choose to contract with a clearinghouse to submit claims to Medicaid. The
clearinghouse must use HIPAA-compliant software. It is not necessary for providers to test the
software. The clearinghouse handles all of the connections, procedures, and claim submission
processes for the provider.

Value Added Networks

Value added networks (VANS) are the services used for transporting data from point to point.
Electronic Data Interchange (EDI) vendors offer the services that are needed to begin utilizing
online services, such as

e Interactive recipient eligibility verification (EVS)
e Batch transmissions
e Point-of-sale (POS) interactive claim transmission (for pharmacies)
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Interactive Recipient Eligibility Verification

Providers may wish to contract the services of a VAN for access to real-time recipient eligibility
verification. Approved VANS interface directly with the Medicaid recipient database maintained
by EDS and provide network software verification services to providers at a reasonable cost.
Providers also pay a transaction fee to Medicaid ($0.08 for each immediate real-time inquiry and
response). The transaction charges are deducted from the Net Pay Amount listed in the claims
Payment Summary section (row G) of the RA. The Adjusted Net Pay Amount equals the amount
on the payment check.

The eligibility verification database is updated daily from the State’s master eligibility file. This
service option is available 24 hours a day, 7 days a week, except during system maintenance
(1:00 a.m. to 5:00 a.m. on the first, second, fourth, and fifth Sundays of the month and 1:00 a.m.
to 7:00 a.m. on the third Sunday of the month).
To verify eligibility, providers must have the following information:

1. The Medicaid provider’s number to identify the provider making the inquiry; and

2. The recipient’s MID number, or Social Security Number and date of birth; and

3. The date of service, which must be a specific date of inquiry within the prior 12 months

or a span of dates not more than one calendar month.

The matching response to the eligibility inquiry includes the following:

The recipient’s MID number
The name of the recipient
The recipient’s date of birth

The recipient’s Social Security Number if used to make inquiry
The coverage group for eligibility (such as MPW, MQB, MAA, etc.)
Managed care enrollment, if applicable, including the CA/CCNC PCP’s name and

telephone numbers

Medicare Part A or B coverage, if applicable
Third-party insurance coverage (on up to three policies)

Approved VAN Vendors

Emdeon (Previously known as WebMD
Envoy, including MediFax — EDI)

1283 Murfreesboro Pike

Nashville TN 37217

Contact: Sales Department

1-877-469-3263

e-mail: businessservicessales@emdeon.com

Web: www.emdeon.com

HDX

51 Valley Stream Parkway

Malvern PA 19355-1751

Contact: Marketing Department
1-888-826-9702

Web: http://www.siemensmedical.com

MedData

2100 Rexford Road, Suite 300
Charlotte NC 28211

Contact: Marketing, Eric Donovant
1-877-633-3282

e-mail: info@medconnect.net
Web: www.meddatahealth.com

Passport Health Communications, Inc.
720 Cool Springs Blvd., Suite 450
Franklin TN 37067

Contact: Marketing, Lloyd Baker
e-mail: Lloyd@passporthealth.com
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Important Telephone Numbers for Electronic Commerce Services
Call 1-800-688-6696 or 919-851-8888, menu option 1, for inquiries on the following topics:

e ECS provider agreement

o EDI vendors, clearinghouses, and VANs

e Software vendor list

e NCECSWeb

e Logon authorization

e Transmission issues

Electronic Funds Transfer

EDS offers Electronic Funds Transfer (EFT) as an alternative to paper checks. This service
enables Medicaid to deposit payments automatically in the provider’s bank account. EFT
guarantees payment in a timely manner and prevents checks from being lost or stolen.

To initiate the automatic deposit process, providers must complete and return the Electronic
Funds Transfer Authorization Agreement for Automatic Deposit form and attach a voided
check to confirm the provider’s account number and bank transit number. A separate EFT form
must be submitted for each provider number. Providers must submit a new EFT form if they
change banks or bank accounts. A copy of the form is in Appendix G-30 or can be obtained on
DMA'’s Web site at http://www.ncdhhs.gov/dma/forms.html.

Completed forms can be returned by fax to the EDS financial unit at 919-816-3186 or by mail to
the address listed on the form. Providers will continue to receive paper checks for two checkwrite

periods before automatic deposits begin or resume to a new bank account. Providers can verify
that the EFT process for automatic deposits has been completed by checking the top left corner of
the last page of their RA, which will indicate EFT number rather than check number.

Note: EFT is not available to providers who have been terminated or providers with federal or
state garnishments.
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Electronic Commerce Services — Frequently Asked Questions

1.

What is the automatic deposit process?

EDS generates a list of deposits on an electronic wire, which represents payments to
providers who have chosen automatic deposit. This electronic wire is sent to the Federal
Reserve Bank, which makes the transactions to the providers’ banks. Simultaneously, the
EDS account is debited for the funds.

What are the advantages to automatic deposit?

The major advantage is that automatic deposit eliminates needless worry about check
delays and checks lost in the mail. It generally takes 2 to 3 weeks to reissue a lost check.

How do | enroll for automatic deposit?

Providers must complete an Electronic Funds Transfer Authorization Agreement for
Automatic Deposit form. A copy of the form is available in Appendix G-30 or on DMA’s
Web site at http://www.ncdhhs.gov/dma/forms.html. Complete a separate form for each
provider number your organization plans to enroll and attach a voided check for each
bank account to verify the account number and bank transit number.

Where do | send my completed forms?

Mail the completed form along with a voided check for each bank account to
EDS
Attn. Finance—EFT
P.O. Box 300011
Raleigh NC 27622

Or fax to EDS, Attn. Finance—EFT at 919-816-3186.

How will I know when my form has been processed and direct deposit begins?

The last page of your RA indicates the method of your payment for that checkwrite. A
“check number” or an “EFT number” is located in the top left corner beneath your
provider number.

How long does it take for deposits to be credited to our account?

Funds are automatically deposited into your account within four days of the checkwrite
date. Copies of the electronic cut-off schedule and the checkwrite schedule are available
on DMA’s Web site at http://www.ncdhhs.gov/dma/prov.htm.

How can | be sure my bank received the money?

Once EDS has completed the automatic deposit, it is each provider’s bank’s
responsibility to receive the transaction and post it to your account. Transactions can be
confirmed by calling your bank’s automatic clearinghouse (ACH) department. You will
need to provide the ACH department with your account number, the checkwrite date, and
the amount of the transaction. This information can be obtained from your RA or by
calling the AVR system at 1-800-723-4337.

Refer to Appendix A for instructions on using the AVR system.

What do I do if I change my bank or my bank account?

Simply fill out a new form with the new information. There is an interim time period of
two checkwrites during which you will receive a paper check before your automatic
deposit resumes to the new bank account. Special tests are run during this time to verify
accuracy with your new bank account. The top left corner of the last page of your RA

10-6
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will indicate “EFT number” rather than “check number” when your automatic deposit
resumes.

Will my RA go to the bank or to my current mailing address?

The method of RA delivery does not change. RAs are sent to the mailing address on file
with the Medicaid program.

. Are recoupments debited from my account?

No. Completing the EFT form only authorizes Medicaid to make deposits to your
account. However, your deposit may be reduced by claim recoupments as shown on the
RA.

. Whom do I call if I have a question about my automatic deposit?
Call the Provider Services unit at 1-800-688-6696 or 919-851-8888, menu option 3.
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A. N.C. Medicaid Automated Voice Response
(AVR) System
800-723-4337

24 hours a day, 7 days a week*

*Except for system maintenance, 1:00 a.m. to 5:00 a.m. on the 1st, 2nd, 4th, and 5th Sundays of the month
and 1:00 a.m. to 7:00 a.m. on the 3rd Sunday

The Automated Voice Response (AVR) system allows enrolled providers to readily access detailed
information on the following N.C. Medicaid topics using a touch-tone telephone:

Checkwrite Information @ Hospice Participation @ Procedure Code Pricing

Current Claim Status @ Managed Care Enrollment @ Recipient Eligibility

Dental Benefit Limitations (CA/CCNC) Verification

Drug Coverage Information @ Prior Approval Information @& Refraction Benefit
Limitations

Have the required information (below) available before placing your call. Providers are allowed up to
15 transactions per call.

Transaction Description

Required Information

1 Verify claim status

Provider number, MID, “from” date of
service (DOS), total billed amount

2 Checkwrite information

Provider number

3 Drug coverage

Provider number, drug code, and DOS

Procedure code pricing, CAP
pricing, and modifier information

Provider number, procedure code, and type
of treatment code or modifier code

Prior approval

Provider number, procedure code, type of
treatment code or modifier code, and MID

Recipient eligibility and

Provider number, MID or SSN, DOS, and

“from” DOS

Note: Response includes CA/CCNC PCP
name and telephone number

coordination of benefits; managed
care status

Sterilization consent and
hysterectomy statement

Provider number, MID, and DOS

Repeat options 1 through 7

Alphabetic Data Table

The following table is a reference for using alphabetic data. Use the numeric codes to identify the
letters necessary. Be sure to press the asterisk (*) key before entering the numeric codes.
A-*21 E—*32 -*43 M-*61 Q-*11 U—*82
B—*22 F—*33 J-*51 N-*62 R-*72 V-*83
C—*23 G-*41 K—*52 0-—*63 S—*73 W-*91
D-*31 H-*42 L—*53 P—*71 T-*81 X-*92

The alphabetic code is represented by two digits. The first digit is the sequential number of the
telephone keypad where the alphabetic character is located. The second digit is the position of the
alphabetic character on the key. For example, “V” is on key #8 in the third position, so its code is *83.

Y—*93
Z-*12

Refer to the July 2001 Special Bulletin 11, Automated Voice Response System Provider Inquiry
Instructions, for detailed instructions on using the AVR system. This special bulletin is available on
DMA’s Web site at http://www.ncdhhs.gov/dma/bulletin.htm.
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Appendix B: Contacting EDS—Telephone Instructions

To access the EDS Provider Services Unit, Prior Approval Unit, Electronic Commerce Services
Unit (ECS), Integrated Payment and Reporting System (IPRS), or Pre-Admission Screening and
Annual Resident Review (PASARR), call 800-688-6696 or 919-851-8888. Calls made from a
touch-tone telephone will be routed to these units by an automated attendant. You may also
access other units through the operator.* Automated attendant options are as follows.

Electronic Commerce (ECS) Press 1
ECS analysts provide over-the-phone technical support for NCECSWeb software, point-of-sale
transactions, and eligibility verification issues.

Prior Approval Press 2

Prior approval (PA) may be required for some services, products, or procedures to verify medical
necessity.

Options within Prior Approval:

Hearing Aid—1

Optical—2

Long-Term Care, Psychiatric, Out-of-State Services, State-to-State Ambulance—3
Dental—4

PA Extension Notices—5

Surgery—6

Orthodontics—7

(There is no option #8)

Enhanced Care/Therapeutic Leave/Hospice (including high-risk intervention providers)—9

Provider Services Press 3

Provider Services assists providers with DMA policies and procedures. In addition, EDS Provider
Services offers response and resolution to provider inquiries, both verbal and written.

Options within Provider Services:

Brief Descriptor and Includes These Providers
Option Number

Physician—1 Physician’s office, county health department, local education agency,
independent practitioner (Health Check; eye care; chiropractor;
ambulatory surgery; nurse midwife; nurse practitioner; radiologist;
podiatrist; speech/language, audiology, physical, occupational, respiratory
therapists; certified registered nurse anesthetist; independent diagnostic
testing facility; independent mental health providers; anesthesiology)

Hospital—2 Hospital, long-term care facility [CDSAS, CISA, mental health,
psychiatric residential treatment facilities, residential child care facility
(Levels 11-1V), nursing facility, hearing aid, dialysis providers]

Community Care—3 | Dental, home health care, personal care, durable medical equipment,
orthotic/prosthetic, or domiciliary care provider (includes ambulance;
CAP; DSS/DHS; hospice; home infusion therapy; private duty nursing;
rural health; FQHC; adult care homes; at risk case management and HIV
case management providers)

Pharmacy—4
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IPRS Press 4 (New Option)

The Integrated Payment and Reporting System (IPRS) analysts provide claims and electronic file
submission support to area programs and local management entities (LMES) for their services and
recipients covered by the North Carolina Division of Mental Health, Developmental Disabilities
and Substance Abuse Services.

Options within IPRS:
Provider Services—1
ECS—2
PASARR Press 7 (New Option)
Completes Pre-Admission Screening and Annual Resident Review (PASARR).

*For operator-assisted calls, stay on the phone line or press “0.” Once you select the appropriate
unit, your call will be transferred to an individual or placed in a queue for the first available agent.
All calls placed in a queue are handled in the order in which they are received.
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C.

Contacting Medicaid

Alphabetic List of Common Topics

Topic

Phone Number

Other Resources

Accident-
Related Issues

DMA Third
Party Recovery
919-647-8100

Third Party Recovery Accident Information Report
http://www.ncdhhs.gov/dma/forms.html

ACH/PCS
Retroactive
Requests with
DMA

Facility and
Community Care
919-855-4260

Advanced
Directives

DMA Clinical
Policy
919-855-4260

Information on Advanced Directives is also available
from the N.C. Extension Service:
http://www.ces.ncsu.edu/depts/fes/slide3/slidel.htm

Automatic
Deposits
(Electronic
Funds
Transfer)

EDS Provider
Services
800-688-6696 or
919-851-8888

Automatic Deposit (EFT) Form
http://www.ncdhhs.gov/dma/forms.html

Baby Love

DMA Clinical
Policy
919-855-4320

Baby Love Program
http://www.ncdhhs.gov/dma/babylove.html

Billing
Issues/Claim
Inquiries

EDS Provider
Services
800-688-6696 or
919-851-8888

Carolina
ACCESS
(CCNC
Enrollment
Verification)

AVR System
800-723-4337

Using AVR to Check CA/CCNC Enrollment (July 2001
Special Bulletin 1)
http://www.ncdhhs.gov/dma/bulletin.htm

Carolina
ACCESS
(CCNCQC)

DMA Managed
Care
919-647-8170

Managed Care Program
http://www.ncdhhs.gov/dma/mangcarewho.html

Checkwrite
Information

AVR System
800-723-4337

Online Checkwrite Schedule
http://www.ncdhhs.gov/dma/2003check.htm

Using AVR to Access Checkwrite Schedule (July 2001
Special Bulletin 1I)
http://www.ncdhhs.gov/dma/bulletin.htm

Claim Status

AVR System
800-723-4337

Using AVR to Check Claim Status (July 2001 Special
Bulletin I1): http://www.ncdhhs.gov/dma/bulletin.htm

Community
Alternatives
Program (CAP)
Retroactive
Requests

DMA
Community Care
919-855-4340

Coverage
Issues

EDS Provider
Services
800-688-6696 or
919-851-8888

Medicaid Clinical Coverage Policies
http://www.ncdhhs.gov/dma/mp/mpindex.htm
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Topic

Phone Number

Other Resources

Denials for
Reasons other
than Eligibility
or Private
Insurance

EDS Provider
Services
800-688-6696 or
919-851-8888

Medicaid Claim Adjustment Form
http://www.ncdhhs.gov/dma/forms.html

Drug
Utilization
Review

DMA Medical
Policy—
Pharmacy and
Ancillary
Services
919-855-4300

Drug Utilization Review
http://www.ncdhhs.gov/dma/pipage3.htm

Electronic
Claims
Submission

EDS Electronic
Commerce
Services (ECS)
800-688-6696 or
919-851-8888

Electronic Claims Submission Agreement
http://www.dhhs.state.nc.us/dma/forms/html
http://www.ncdhhs.gov/dma/forms.html

Electronic Data
Interchange
(EDI)

EDS Electronic
Commerce
Services
800-688-6696 or
919-851-8888

Electronic
Funds Transfer
(EFT)
(Automatic
Deposits)

EDS Provider
Services
800-688-6696 or
919-851-8888

Automatic Deposit (EFT) Form
http://www.ncdhhs.gov/dma/forms.html|

Eligibility
Information—
current day

AVR System
800-723-4337

Using AVR to Check Eligibility Status (July 2001 Special
Bulletin I1)
http://www.ncdhhs.gov/dma/bulletin.htm

Eligibility
Information—
dates of service
over 12 months

DMA Claims
Analysis Unit
919-855-4045

Enrollment—
providers
(including
CA/CCNCQC)

DMA Provider
Services
919-855-4050

Provider Enrollment Packages
http://www.ncdhhs.gov/dma/provenroll.htm

Fee Schedules

DMA Financial
Operations
919-855-4200
Fax:
919-715-2209

Fee Schedule Request Form
http://www.ncdhhs.gov/dma/forms.html
Fee Schedules http://www.ncdhhs.gov/dma/fee/fee.htm

EDS Provider
Services
800-688-6696 or
919-851-8888

Most forms, including blank claim forms, are available
online at http://www.ncdhhs.gov/dma/forms.htmi

Fraud and
Abuse—Other

DMA Program
Integrity
919-647-8000

Program Integrity
http://www.ncdhhs.gov/dma/pi.html
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Topic

Phone Number

Other Resources

Fraud and
Abuse—
Pharmacy

DMA Program
Integrity
919-647-8140

Pharmacy Review Section
http://www.ncdhhs.gov/dma/pipage3.htm

Health Care
Connection

DMA Managed
Care
919-647-8170

Managed Care Program
http://www.ncdhhs.gov/dma/mangcarewho.html

Health
Check—
EPSDT

Clinical Policy
and Programs
919-855-4260

DMA EPSDT Policy Statement
http://www.ncdhhs.gov/dma/EPSDTprovider.htm

Health
Check—Health
Check Program

DMA Managed
Care
919-647-8170

Health Check Billing Guide 2007—Special Bulletin
http://www.ncdhhs.gov/dma/EPSDT provider.htm

Health
Insurance
Payment
Program

DMA Third
Party Recovery
919-647-8100

Medicaid
Bulletins

EDS Provider
Services
800-688-6696-0r
919-851-8888

General and Special Bulletins are available online:
http://www.ncdhhs.gov/dma/bulletin.htm

Medicare
Crossovers

EDS Provider
Enrollment
800-688-6696-0r
919-851-8888

Medicare Crossover Reference Request form
http://www.ncdhhs.gov/dma/forms.html

NCECSWeb

Electronic
Commerce
Services
800-688-6696-0r
919-851-8888

To access NCECSWeb
https://webclaims.ncmedicaid.com

nials for
Eligibility

DMA Claims
Analysis Unit
919-855-4045

Piedmont
Cardinal
Health Plan
(PCHP)

Piedmont
Provider
Relations
800-958-5596

Piedmont Cardinal Health Plan (Special Bulletin II,
March 2005)
http://www.ncdhhs.gov/dma/bulletin.htm

Preadmission
Review for
Inpatient
Psychiatric
Admissions or
Continued Stay

ValueOptions
1-888-510-1150

Clinical Coverage Policy 8B, Inpatient Behavioral Health

Services
http://www.ncdhhs.gov/dma/mp/mpindex.htm
ValueOptions North Carolina Service Center

http://wwwvalueoptions.com/provider/nc_medicaid/main.

htm

Pre-Admission
Screening and
Annual
Resident
Review
(PASARR)

EDS PASARR
800-688-6696 or
919-851-8888

Additional information on the PASARR program:

http://www.ncdhhs.gov/dma/nursingfacility/ChapterTwo.

pdf
Uniform Screening slide presentation:

http://www.ncdhhs.gov/dma/medicaiduniformscreening.

pdf
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Topic

Phone Number

Other Resources

Prior Approval

EDS Prior
Approval Unit
800-688-6696-or
919-851-8888
AVR System
800-723-4337

Using AVR to Check PA Status (July 2001 Special
Bulletin I1)
http://www.ncdhhs.gov/dma/bulletin.htm

Prior
Authorization
for Outpatient
Specialized
Therapies

DMA Clinical
Policy
919-855-4310
CCME
800-228-3365

Clinical Coverage Policy 10A, Outpatient Specialized
Therapies
http://www.ncdhhs.gov/dma/mp/mpindex.htm
Carolinas Center for Medical Excellence (CCME)
https://www?2.mrnc.org/priorauth/pages/Home.aspx

Prior
Authorization
for Prescription
Drugs

ACS State
Healthcare
1-866-246-8505

General Clinical Policy No. A-3, Prior Authorization for
Prescription Drugs
http://www.ncdhhs.gov/dma/mp/mpindex.htm

N.C. Medicaid Pharmacy Program:
http://www.ncdhhs.gov/dma/pharmpa.htm

ACS State Healthcare:

http://www.ncmedicaidpbm.com

Private
Insurance
Update

DMA Third
Party Recovery
919-647-8100

Procedure
Code Pricing

AVR System
800-723-4337

Using AVR to Check Procedure Codes (July 2001 Special
Bulletin I1): http://www.ncdhhs.gov/dma/bulletin.htm

Provider
Enrollment

DMA Provider
Services
919-855-4050

Provider Enrollment Packages
http://www.ncdhhs.gov/dma/provenroll.htm

Rate Setting &
Reimbursement

DMA Financial
Operations
919-855-4200

Third Party
Insurance Code
Book

DMA Third
Party Recovery
919-647-8100
Fax:
919-715-4725

Third Party Insurance Codes
http://www.ncdhhs.gov/dma/tpr.html

Time Limit
Overrides

DMA Claims
Analysis
919-855-4045

Trading Partner
Agreement

EDS Electronic
Commerce
Services
800-688-6696-0r
919-851-8888

Trading Partner Agreement
http://www.ncdhhs.gov/dma/hipaa.html
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Contacting N.C. Health Choice

N.C. Health Choice Topic

Telephone Number

Customer Service/General Information

800-422-4658

Prior Approval

800-422-1582

Inpatient Hospital Admission; Medical &
Surgical Treatment Approval

800-672-7897

Mental Health, Alcohol And Drug
Treatment Information

800-753-3224

Pharmacy Benefit Manager (Medco)

800-336-5933

The N.C. Health Choice Web site, http://www.ncdhhs.gov/dma/cpcont.htm, is also a good

source of information on the above topics.

EDS Address List

Adjustments/Medicaid Resolution Inquiries
EDS

P.O. Box 300009

Raleigh NC 27622

ADA Claims
EDS

P.O. Box 300011
Raleigh NC 27622

CMS-1500 Claims
EDS

P.O. Box 30968
Raleigh NC 27622

Drug Rebates
EDS

P.O. Box 300002
Raleigh NC 27622

General Correspondence
[Name of EDS employee]
EDS

P.O. Box 300009

Raleigh NC 27622

Hysterectomy Statements, Sterilization
Consent Forms

EDS

P.O. Box 300012

Raleigh NC 27622

Medicare Crossovers (Part A Only)
EDS

P.O. Box 300011

Raleigh NC 27622

Medicare/Medicaid Part B Only
EDS

P.O. Box 30968

Raleigh NC 27622

Nursing Facility Claims—Medicare Part B
Only/Medicaid

Attn: Nursing Facility Claims

EDS

P.O. Box 300009

Raleigh NC 27622

Pharmacy Claims
EDS

P.O. Box 300001
Raleigh NC 27622

Prior Approval Requests
EDS

P.O. Box 31188

Raleigh NC 27622

Returned Checks
EDS

P.O. Box 300011
Raleigh NC 27622

Certified Mail, UPS, or Federal Express
EDS

[Name of EDS Employee or Department]
4905 Waters Edge Drive

Raleigh NC 27606

UB-04 Claims
EDS

P.O. Box 300010
Raleigh NC 27622
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DMA Address List

The general address for the Division of Medical Assistance is

[Unit or Section Name]
Division of Medical Assistance
2501 Mail Service Center
Raleigh NC 27699-2501

The following sections and units receive mail at that address:
e Carolina ACCESS (CCNC)
e Claims Analysis and Medicare Buy-in
e Clinical Policy and Programs
Community Care Program
Eligibility Unit
Financial Operations
Managed Care
Program Integrity
Provider Services

You may also use that address when you do not know which section or unit should receive your
letter. If you know the DMA employee’s name, write it on the first line of the address.

For Certified Mail, UPS, or Federal Express, the physical address is

Division of Medical Assistance
1985 Umstead Drive
Raleigh NC 27626

For Medicaid Credit Balance Reports and correspondence addressed to the Third Party
Recovery Unit only, use this address:

Third Party Recovery Unit
Division of Medical Assistance
2508 Mail Service Center
Raleigh NC 27699-2508
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D. EDS Provider Services Representatives

Specialty: Physicians
Including the following providers:

Ambulatory surgery
Anesthesiology

Chiropractor

Certified registered nurse anesthetist
Eye care

Head Start

Health Check

Health department

Health-related services in public schools
Independent diagnostic testing facility
Independent mental health provider
Independent practitioner program (IPP)
Nurse midwife

Nurse practitioner

Physician

Planned Parenthood

AREA |
Travel Representative: Marianne Diana

Avery
Buncombe
Burke
Cherokee

Haywood
Henderson
Jackson
Macon

Polk
Rutherford
Swain
Transylvania

Clay Madison
Cleveland McDowell
Graham Mitchell

Contact Information: 1-800-688-6696 or 919-851-8888

Yancey

AREA I
Travel Representative: TBA

Alexander Davie Rowan
Alleghany Forsyth Stanly
Anson Guilford Stokes
Ashe Iredell Surry
Cabarrus Montgomery Union
Caldwell Randolph Watauga
Catawba Richmond Wilkes

Davidson Rockingham Yadkin
Contact Information: 1-800-688-6696 or 919-851-8888
Physicians Representatives listing continues on next page.
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Specialty: Physicians (continued)

Including the following providers:

Ambulatory surgery

Anesthesiology

Chiropractor

Certified registered nurse anesthetists
Eye care

Head Start

Health Check

Health department

Health-related services in public schools
Independent diagnostic testing facilities
Independent mental health providers
Independent practitioner program (IPP)
Nurse midwife

Nurse practitioner

Physician

Planned Parenthood

AREA 111

Travel Representative: TBA

Beaufort Granville
Bertie Greene
Camden Halifax
Carteret Hertford
Chowan Hyde
Craven Jones
Currituck Lenoir
Dare Martin
Durham Nash
Edgecombe
Franklin Onslow
Gates Pamlico

Northampton

Pasquotank
Perquimans
Pitt

Tyrrell
Vance
Wake
Warren
Washington
Wayne
Wilson

Contact Information: 1-800-688-6696 or 919-851-8888

AREA IV

Travel Representative: Kari Smith

Alamance Duplin
Bladen Harnett
Brunswick Hoke
Caswell Johnston
Chatham Lee
Columbus Moore
Cumberland

New Hanover

Orange
Pender
Person
Robeson
Sampson
Scotland

Contact Information: 1-800-688-6696 or 919-851-8888
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Specialty: Hospitals

Including the following providers:

Area mental health
CISA

Dialysis

Hearing aid

Hospital
Nursing facility

Psychiatric residential treatment facility
Residential child care facility (Levels 11-1V)

AREA |

Travel Representative: Nixie Chiofalo

Alamance
Alexander
Alleghany
Anson
Ashe
Avery
Beaufort
Bertie
Bladen
Brunswick
Buncombe
Burke
Cabarrus
Caldwell
Camden
Carteret
Caswell
Catawba
Chatham

Cherokee
Chowan
Clay
Cleveland
Columbus
Craven
Cumberland
Currituck
Dare
Davidson
Davie
Duplin
Durham
Edgecombe
Forsyth
Franklin
Gates
Graham
Granville

Greene
Guilford
Halifax
Harnett
Haywood
Henderson
Hertford
Hoke
Hyde
Iredell
Jackson
Johnston
Jones

Lee
Lenoir
Macon
Madison
Martin
McDowell

Contact Information: 1-800-688-6696 or 919-851-8888

Mitchell
Montgomery
Moore

Nash

New Hanover
Northampton
Onslow
Orange
Pamlico
Pasquotank
Pender
Perquimans
Person

Pitt

Polk
Randolph
Richmond
Robeson
Rockingham

AREA |

Travel Representative: Nixie Chiofalo

Rowan
Rutherford
Sampson
Scotland
Stanly

Stokes

Surry

Swain
Transylvania
Tyrrell

Union
Vance
Wake
Washington
Watauga

Contact Information: 1-800-688-6696 or 919-851-8888

Wayne
Wilkes
Wilson
Yadkin
Yancey
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Specialty: Community Care

Including the following providers:

Adult care home
Ambulance

At-risk case management

CAP

Dental

DME

FQHC/Rural health

HIV case management

Home health

Home infusion therapy

Hospice

Personal care services

Pharmacy
Private duty nursing

AREA |

Travel Representative: DeDreana Freeman

Alexander
Alleghany
Anson
Ashe
Avery
Burke
Cabarrus
Caldwell
Catawba
Cherokee
Clay

Cleveland
Davidson
Davie
Forsyth
Graham
Guilford
Haywood
Henderson
Iredell
Jackson
Macon

Madison
McDowell
Mitchell
Montgomery
Polk
Randolph
Richmond
Rockingham
Rowan
Rutherford
Stanly

Contact Information: 1-800-688-6696 or 919-851-8888

Stokes

Surry

Swain
Transylvania
Union
Watauga
Wilkes
Yadkin
Yancey

AREA I

Travel Representative: Sherry McLaughlin

Alamance
Beaufort
Bertie
Bladen
Brunswick
Camden
Carteret
Caswell
Chatham
Chowan
Columbus
Craven
Cumberland
Currituck

Dare
Duplin
Durham
Edgecombe
Franklin
Gates
Granville
Greene
Halifax
Harnett
Hertford
Hoke
Hyde
Johnston

Jones

Lee

Lenoir
Martin
Moore

New Hanover
Northampton
Onslow
Orange
Pamlico
Pasquotank
Pender
Perquimans
Person

Contact Information: 1-800-688-6696 or 919-851-8888

Pitt
Robeson
Sampson
Scotland
Tyrrell
Vance
Wake
Warren
Washington
Wayne
Wilson
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Specialty: NCECSWeb Tool

AREA |
Travel Representative: Sandy Baglio

Alexander Cleveland Madison Stokes
Alleghany Davidson McDowell Surry
Anson Davie Mitchell Swain
Ashe Forsyth Montgomery Transylvania
Avery Graham Polk Union
Burke Guilford Randolph Watauga
Cabarrus Haywood Richmond Wilkes
Caldwell Henderson Rockingham Yadkin
Catawba Iredell Rowan Yancey
Cherokee Jackson Rutherford

Clay Macon Stanly

Contact Information: 1-800-688-6696 or 919-851-8888

AREA 11
Travel Representative: Alvis Tinnin

Alamance Dare Jones Pitt
Beaufort Duplin Lee Robeson
Bertie Durham Lenoir Sampson
Bladen Edgecombe Martin Scotland
Brunswick Franklin Moore Tyrrell
Camden Gates New Hanover Vance
Carteret Granville Northampton Wake
Caswell Greene Onslow Warren
Chatham Halifax Orange Washington
Chowan Harnett Pamlico Wayne
Columbus Hertford Pasquotank Wilson
Craven Hoke Pender

Cumberland Hyde Perquimans

Currituck Johnston Person

Contact Information: 1-800-688-6696 or 919-851-8888




Basic Medicaid Billing Guide

October 2007

E. Requesting Forms

The following forms can be found on DMA’s Web site (http://www.ncdhhs.gov/dma/forms.html)

or as noted.

Form

Call or Copy

ADA Dental Claim Form

ADA, 800-947-4746

Adult Care Home Personal Care Services Physician

EDS, 800-688-6696

*Authorization and Plan of Care (DMA 3050-R)

*Carolina ACCESS Medical Exemption Request (DMA 9002)

*Carolina ACCESS Override Request

*Carolina ACCESS Patient Admission Agreement/Formal

*Arrangement Form

*Carolina ACCESS Provider Information Change Form

CMS-1500 Claim Form

Office Supply Store

*Electronic Funds Transfer (EFT) Authorization Agreement

*Fee Schedule Request

*Health Department Health Check Agreement

*Health Insurance Information Referral (DMA 2057)

*Health Insurance Premium Payment (HIPP) Application

*Medicaid Claim Adjustment Form

*Medicaid Credit Balance Report

*Medicaid Resolution Inquiry

*Medical Record Release Form (for WIC Exchange of
Information forms)

Medical Transportation Assistance Notice of Rights (DMA-5046)

EDS, 800-688-6696

*Medicaid Crossover Reference Request

*Medicaid Provider Change Form

Personal Care Services Physician Authorization for Certification
and Treatment (PACT) (DMA-3000)

EDS, 800-688-6696

Personal Care Services—Plus (PCS-Plus) Request Form (DMA
3000-A)

EDS, 800-688-6696

*Pharmacy Adjustment Request

*Pharmacy Claim Form

EDS, 800-688-6696

*Prior Approval Forms

Certificate of Medical Necessity and Prior Approval Form (for
DME and O&P)

EDS, 800-688-6696

FL2 Long-Term-Care Services Form (372-124)

EDS, 800-688-6696

Request for Prior Approval N.C. Medicaid Program Form (372-
118)

EDS, 800-688-6696

MR2 Mental Retardation Services Form (372-123)

EDS, 800-688-6696

Prior Approval for Psychiatric Inpatient Services

ValueOptions, 888-510-1150

Supplemental to Dental Prior Approval (DMA-6022)

EDS, 800-688-6696

Visual Aids Prior Approval Form (372-017)

EDS, 800-688-6696

*Provider Certification for Signature on File

Provider Visit Request

EDS, 800-688-6696

Referral for Diagnosis and Treatment

EDS, 800-688-6696

Sterilization Consent Form

EDS, 800-688-6696
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Form

Call or Copy

Trading Partner Agreement

EDS, 800-688-6696

*Third Party Recovery Accident Information

Report (DMA 2043)

UB-92 Claim Form

Office Supply Store

Utilization Review Report—Long Term Care FL12

EDS, 800-688-6696

*WIC Exchange Form for Infants and Children

*WIC Exchange Form for Women

*Forms on DMA’s Web site (www.ncdhhs.gov/dma/forms.html)
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270/271

276/277

2178

820

834

835

837

AAF
ACH
ACH/PCS
ADA
AVR
BCBSNC
CA/CCNC
CAHPS
CAP
CCME
CCNC
CLIA
CMN/PA
CMS

CPT
DHHS
DHS
DHSR

DMA
DME
DSS
ECS
EDI
EDS
EFT
EIS

F. List of Abbreviations

HIPAA Compliant Eligibility Benefit Inquiry/Response Electronic
Transaction ASC X12N 270/271 004010X092A1

HIPAA Compliant Claim Inquiry and Response Electronic Transaction
ASC X12N 276/277 004010X093A1

HIPAA Compliant Health Care Services Review and Response
Electronic Transaction ASC X12N 278 004010X094A1

HIPAA Compliant Payroll Deducted and Other Group Premium
Payment for Insurance Products Electronic Transaction ASC X12N
820 004010X061A1

HIPAA Compliant Health Care Services Review and Response
Electronic Transaction ASC X12N 278 004010X0945A1

HIPAA Compliant Health Care Claim Payment/Advice Electronic
Transaction ASC X12N 835 004010X091A1

HIPAA Compliant Health Care Claim Electronic Transaction:
Institutional: ASC X12N 837 004010X096A1

Dental: ASC X12N 837 004010X097A1

Professional: ASC X12N 837 004010X098A1

Work First Family Assistance Medicaid Assistance Category
Adult Care Home

Adult Care Home Personal Care Services

American Dental Association

Automated Voice Response System

Blue Cross and Blue Shield of North Carolina

Carolina ACCESS (CCNC)

Consumer Assessment of Health Plans Survey

Community Alternatives Program

Carolinas Center for Medical Excellence

Community Care of North Carolina

Clinical Laboratory Improvements Amendment

Certificate of Medical Necessity and Prior Approval

Centers for Medicare and Medicaid Services

Current Procedural Terminology

Department of Health and Human Services

Disproportionate Share Hospital

Division of Health Service Regulation (formerly Division of Facilities
Services, DFS)

Division of Medical Assistance

Durable Medical Equipment

Department of Social Services

Electronic Commerce Services

Electronic Data Interchange

Electronic Data Systems

Electronic Funds Transfer

Eligibility Information System

F-1
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EOB
EPSDT

EVS
FADS
FQHC
HCPCS
HEDIS
HIPAA
HIPP
HIT
HMO
HSF
IAS
ICD-9-CM
ICF/IMR
ICN
LME
LTC
MAA
MAB
MAC
MAD
MAF
MAFD
MCC
MIC
MID
MMIS
MPW
MQB
MSB
MTF
NCAC
NCECS
NCECSWeb
NCHC
NCPDP
NDC
NF
NPI
O&P
PA
PASARR
PCCM
PCHP

Explanation of Benefits

Early and Periodic Screening, Diagnostic, and Treatment Program

(Health Check)

Interactive Recipient Eligibility Verification

Fraud and Abuse Detection System

Federally Qualified Health Center

HCFA Common Procedural Coding System

Health Plan Employer Data Information Set

Health Insurance Portability and Accountability Act
Health Insurance Premium Payment

Home Infusion Therapy

Health Maintenance Organization

State Aid to Foster Care Children Category

Adoption Subsidy and Foster Care Assistance Category
International Classification of Diseases, 9" Edition
Intermediate Care Facility for Mental Retardation
Internal Claim Number

Local Management Entity

Long-Term Care

Aid to the Aged Medicaid Assistance Category

Aid to the Blind Medicaid Assistance Category
Maximum Allowable Cost

Aid to the Disabled Medicaid Assistance Category

Aid to Families Medicaid Assistance Category
Medicaid Family Planning Waiver

Managed Care Consultant

Aid to Infants and Children Medicaid Assistance Category
Medicaid Identification

Medicaid Management Information Services

Aid to Pregnant Women Medicaid Assistance Category
Aid to Qualified Medicare Beneficiary Category

Aid to the Blind Medicaid Assistance Category
Military Training Facility

North Carolina Administrative Code

North Carolina Electronic Claims Submission

North Carolina Electronic Claims Submission Web-based tool
North Carolina Health Choice

National Council for Prescription Drug Programs
National Drug Code

Nursing Facility

National Provider Identifier

Orthotics and Prosthetics

Prior Approval

Pre-Admission Screening and Annual Resident Review
Primary Care Case Management

Piedmont Cardinal Health Plan

October 2007
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PCP
PCS
PDN

Pl
POMCS
POS
PRTF
RA
RHC
SAA
SAD
SCU-A

SFTP
SNF
SSI
SURS
TOS
TOT
TPA
TPL
TPR
UR
USPHS
USTF
VAN

Primary Care Provider

Personal Care Services

Private Duty Nursing

Program Integrity

Purchase of Medical Care Services

Point of Sale

Psychiatric Residential Treatment Facility
Remittance and Status Report

Rural Health Clinic

Special Assistance Aid to the Aged
Special Assistance Aid to the Disabled
Adult Care Home Special Care Unit for those with Alzheimer’s and
related disorders

Secure File Transfer Protocol

Skilled Nursing Facility

Social Security Income

Surveillance and Utilization Review System
Type of Service

Type of Treatment

Trading Partner Agreement

Third-Party Liability

Third-Party Recovery

Utilization Review

U.S. Public Health Services

Uniformed Services Treatment Facilities
Value Added Network
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Appendix G: Provider Forms

These are sample forms only; to reproduce a form, please download it from DMA’s Web site
(http://www.ncdhhs.gov/dma/forms.html).

Form Page Number
Fee Schedule Request Form G-2
Medicaid Provider Change Form G-3,G-4
Carolina ACCESS Provider Information Change Form G-5, G-6
Advance Directive Brochure G-7,G-8
Health Check Agreement between Primary Care Provider G-9, G-10
(PCP) and the Local Health Department
Carolina ACCESS Hospital Admitting Agreement/Formal G-11, G-12
Arrangement
WIC Exchange for Information for Women (with G-13, G-14
instructions)
WIC Exchange of Information for Infants and Children (with | G-15, G-16
instructions)
Medical Record Release for WIC Referral G-17
Carolina ACCESS Override Request G-18
Carolina ACCESS Medical Exemption Request (DMA-9002) | G-19
Certification of Signature on File G-20
Medicare Crossover Reference Request G-21
Health Insurance Information Referral (DMA-2057) G-22
Third Party Recovery (TPR) Accident Information Report G-23
(DMA-2043)
Health Insurance Premium Payment (HIPP) Application G-24
(DMA-2069)
Medicaid Credit Balance Report G-25, G-26
Medicaid Claim Adjustment Request G-27
Pharmacy Adjustment Request (372-200) G-28
Medicaid Resolution Inquiry G-29
Electronic Funds Transfer (EFT) Authorization Agreement G-30
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SAMPLE OF FEE SCHEDULE REQUEST FORM

Fee Schedule Request Form

There is no charge for fee schedules requested from the Division of Medical Assistance (DMA). .
Providers are expected to bill their usual and customary rate. Please note that fee schedules change
regularly and you will be provided the most current version upon the receipt of your request.

All requests for fee schedules must be made on the Fee Schedule Request form and mailed to:

Drvision of Medical Assistance

Finance Management/Rate Setting - Fee Schedules
2501 Mail Service Center

Raleigh, N. C. 27699-2501

Or fax your request to DMA’s Finance Management/Rate Setting section at 919-715-2209.
lease note that many fee schedules can be durectly accessed and obtamed at our website
www.dhhs state ne/dma. If you can not get your schedule then submuit this form.

NOTE: PHONE REQUESTS ARE NOT ACCEPTED

Adult Care Homes Personal Care Services (ACH-PCS)

Ambulance

Community Alternatives Program (CAP-MR/DD, CAP-AIDS. CAP-DA. CAP-C)
Dental

Durable Medical Equipment

Health Department

Home Health

Home Infusion Therapy

Hospice

Licensed Clinical Social Worker

Licensed Psychologist

Nurse Midwife

Occupational Therapist

Orthotics and Prosthetics

Physical Therapist

Physician Fees (includes x-ray and laboratory, nurse midwite, optical)
Respiratory Therapy

Speech Therapy

—
—
—
—
—
—
—
1
1
1
1
[
—
[
—
[
—
1

Name(Provider/Facility): Provider Type:

Provider #:

E-Mail Address

Contact Person: Phone:

Date of Request:

Format of fee schedule requested (circle one of each) Emailed or Disk copy / Excel or Adobe version

2/21/06
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SAMPLE MEDICAID PROVIDER CHANGE FORM

g FOR DMA USE ONLY
North Carolina Division of Medical Assistance Date keyed:

MEDICAID PROVIDER CHANGE FORM iy

Items 1 and 4 are required. (Please print) Complete other information only if there is a change.

1

[ O Terminate your participation. Reason:

| Medicaid Provider Number (one provider manber per form): | NPI# or Change NPI#: (please attach copy of NPPES)

' Provider Name:
I Type of Provider: Q Individual Q Group O Carolina ACCESS (skip to #3)
| Effective Date of Change:

2. Type of Change: If you are an Endorsed or DFS licensed provider, please include a copy of your updated
Endorsement and/or license.

Q Physical 0 Mailing/Payment Address

| Physical Address: Mailing Payment Address:

: City: City:

. State: Zip Code + Plus 4 (Required): State: | Zip Code + Plus 4 (Required):

[ Change County to: Administrative/Accounting Phone:

| Office/Site Phone: Fax#: Email:

O Add or Q Delete Individual to/from a Group (The group's name and provider mumber must be entered in ltem 1)

First, Last Name / Specialty License No. / State Social Security Individual N.CC. Medicaid Provider Number
(Required) (Required) Number (Required)
(Required)

=] Specialty change to fartach copy of new certification):

O Change in bed capacity from beds to beds (dmach state license reflecting bed capacity change)

| O Provider Name Change: (dttach State license reflecting new name and a completed IRS Form W-9)

| Previous Name: New Name:

| Reason:

| O CLIA Certification Renewal (artach a copy of your renewed CLIA certificate)

| @ Change of Ownership (CHOW), Change of Federal Tax Identification Number or Tax Name
{Attach a completed IRS Form W-9. Attach a capy af your IRS Tax ID letter if vou are a Sole Proprietor.) Effective Date:

3. Changes for Carolina Access Providers only:

0 Change CA practice provider number to:

Reason:

| Q Change in contact person’s name:
| Q After-Hours Phone
| O Change enrollment restriction information (i.e. ages 15 and up only):
| @ Change enrollment limit from: to:
| O Add counties served:
| O Delete counties served:
| Q Other:

Form Completed By: Phone Number

Signature: Date:

To reach The Division of Medical Assistance Provider Services Section call (919) 855-4050
Mail this form to: DMA Provider Services, 2501 Mail Service Center Raleigh, N.C. 27699-2501. 772007
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SAMPLE OF ADVANCE DIRECTIVES BROCHURE

Doctor and sach bealth care agent you named of the chapgs. You cm
camcal your advamee instuction for mental health meatment while you are
able to maks and meke keown your dedisions, by telling your doctor o
other provider that you want to cancel it

Whom should I talk o about an advance directive?
Yo should talk to those closast to you abowt an advance directive and
yourr Szalimzs abous the health care you would liks to receive. Your dector
or haalth cars poovider coam amswer medical questions. A lawyer con
answer questons dboun the law.  Soms people also dscuss the daciston
with clergy or other masted advizers.

Where should I keep my advance directive?
Eleep a copy m a safe place where your family mendbers can gatit. Give
copizs to your family, vour decter or other healfvmemml healt care
provider, your health care agemt, and any close fiends who might be asked
abosat your cars should you becoms umable s make decisions.

What if T have an advance directive from another state?
Ar advence directve from another state may not mest all of Nomh
Carolma’s naes. To be sure about this, you mery want to make an advance
directive in Morth Carolma toe. O you could have your lawyer review the
advance directive from the other siate.

Where can I et more information?

Wour bealth care provider can tell you howw to get more mfpmation about
advanra directives by confactng

This divunent wir devalipid by the North Cirolivg
Diviion & Miadicai Ausisiance i csaperation with
e Digprarimant of Human Resources Advisery Fumid
o Advanze Direitivis 1991, Revised 1998

Medical Care Decisions
and Advance Directives

What You Should Know

Whart are My Rights?

Who decides about my medical care or trextment?
If you are 18 or older and have the capacity to maks and commymicate
health care decisions, you hawe the right to make dacisions ahout your
miedical mersa] health Texment You should falk s your doctor or other
health care prowvider sbowt amy Teament ar procedure so tb
understand what will be dome and why, Vow have the dght to sayy
to freamnents raconenended by your doctor of mentyl health provider. If
you want to contral decisions about your healthimental health care even if
you pecome unable 1o maks or o express them yourself you will need an
“advance direcive”

What & an “advance directive™?
Ar advance diracdve is 2 et of dractions you give about the health memal
health care you want if you ever loss the ability to make decisions for
yorself Morth Carcline kas three ways for you to make a formal advapce
directive. Ooeway i3 called a “Iving wall™, mmother is called 2 “health care
power of attormey”; and amether &3 called am “advance instructicn for
memtal health treatment.”

Do I have to have an advance directve and what bappens if I don’t?
Makins a living will a health care power of aftorney or an advance
imsmxtion for mental health teatmsnt i3 your chedce  If you become
umahble to meke your owan decisions; and you have no living will, advance
imsmxtion for mentl health weatment or a person named o nake
redical mental health dacistors for you (health care agent™), your doctor
or hzalth/mental health care provider will consult with semsone close o
Fon Abedut Your cars.
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Living Wili

What & a living will?
In Merth Caroliza, a livins will is a document that tells others that you
want %o die a namural death if vou are temmivally and incumably sick orina
persistant vapstative stare from which you will not recover. In 2 Hvimg
will. you can direct your dector not to use heroic reatments that would
delay your dyies, for examepls by wsins 2 breathing machine (“respirator”
or “venfilator™), or te stop such weaments if they have been star You
cam alse diect your doctor nod to B2l of to stop Eiving you food and

W L'au%' h 3 pabe antificial momiton of pdraton™)

Heaith Care Power gf Antorney

What & a health care power of attormey?
In Morth Carolina, you can name 3 persen to make medical'mental health
care decisions for you if you later become unablz to decide yourself This
persan is called your “health cars agept.” In the lezal document vou name
who you want yor agsmt fo be You can say whar medical
reanants mental haalth treatments vou would want and what you would
oot want  Your bealth care agent then knows what chotces you would
maks

How shonld I choose a health care agent?
Yo sheuld choose an adalt you must and disooss your wishes with the
person before vou put them in writns

Advarce Instruction for Mental Health Treaimens

What & an advance instroction for mental health freatment?
In Worth Carolina, an advance insmaction for mental health meamoent i a
legal document that tells doctors and health care providers what memal
health meameess vou would want and what meaments you would not
want, if you later becoms wmable to dacide yourself. Tha designation of a
perzan 1o make your mental health care decisions, should you be unable
miake tham yoursalf nust be established 25 pan of a valid Health Care
Power of Amamsy.

Oher Quesiions

How do I make an advance directive?
Yo mwst fallow seveml rules whan you make a formal lving will. health
care power of abiormey of an advance ipstruction for menfal health
meatment. Thase miles are to protect you and ensurs that your wishes ane
clear 1o the doctor or other provider whe may be asked 1o camy them o
A living will, 2 health care power of atiomey and an advance memiction
for mental haalth fraamment pst be written and sizmed by vou whils you
arz still able to understand your condition and treatment chedces and o
makie those choice: knowe Two qualiSed people must wimess all three
ppes of advance directives. The lving will and the haalth care power of
atworney ale must be notanzed

Are there forms I cam use to make an advance directive?

Tes There i3 a Living will form, 2 health care power of atworney form wmd
an advance metmction for mental bealth Teamment form that yeu can use.
These forms mast all of the nulss for 2 formal advance dirscdve. Using the
special form is the best way to make sure that vour wishes are carried our

When does an advance directive go into effect?
Aliving will goes mro effect when vow are going to diz seon and cammes be
cured, or when vou are n a persisient vegefative state. The powers gramted
by vour healt care powsr of amomey g0 imo effect whan your doctor
siafes in writing that you are not able to maks of to make known your
health care choices. When you make a health care powsr of attornay, you
cam mame the decter or mental health provider you would want fo make
thiz decision. An advance mstruction for mental health reatment 2oes into
effect when it i giver w your doctor or memtal health provider. The
docter will follow the fnsmactions you kave put @ e document, except in
cemtain sinations, afer the doctor determinas that vou are not able fo make
and o make koown your choices about mertal health weamment After a
docter dessmmimes this, your Health Care Power of Atomey may make
reatment decisions for yow

What happens if I change my mind?
Yo cam cancel your lving will apgrims by inforeing your dectar that you
wamnt to cancel it and desmoying all the copées of it Vou can change vour
health care power of amomey while you are able to make and maks known
your  decisioms, by sigming  amother ome  and  wmelling wour
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Sample of Health Check Agreement Between Primary Care Provider (PCP) and the
Local Health Department

HEALTH CHECK AGREEMENT BETWEEN PRIMARY CARE PROVIDER
(PCP) AND THE LOCAL HEALTH DEPARTMENT

For recipients of Medicaid. birth to age 21. the Health Check Medical Screening Exam is
required as a comprehensive preventive service at age appropriate intervals. There are
numerous components of the health check exam, all of which are required in the Federal
Early Periodic Screening Diagnosis and Treatment (EPSDT) program. All age
appropriate components must be performed at the time of a screening exam. These
components are listed and described in the attached document “Health Check Screening
Components.”

WHAT IS AN AGREEMENT FOR HEALTH CHECK?

If a Carolina ACCESS PCP cannot or chooses not to perform the comprehensive
health check screenings, this agreement allows the PCP to contract with the Health
Department serving the PCP’s county to perform the screenings for enollees in the
birth to 21 year age group.

The agreement requires the following:

e The Health Department must provide the results of the exam to the PCP within 30
days unless follow-up is necessary, in which case, the Health Department must
communicate the results of the screening within 24 hours.

The PCP is required to coordinate any necessary treatment or follow-up care as
determined by the screening,
Under this agreement, the health department must perform all health check

components at the time of the appointment unless circumstances require an
appointment be rescheduled.

If the PCP chooses to utilize this agreement in order to meet this Carolina ACCESS
requirement for participation, the agreement containing the original signatures of the PCP
or the authorized representative and the Director of the Health Department or an
authorized representative must be submitted to the Division of Medical Assistance
(DMA). The PCP must keep a copy of this agreement on file.

This agreement can be entered into or terminated at any time by the PCP or the Health
Department. DMA must be notified immediately of any change in the status of the

agreement.

Questions regarding this agreement or health check requirements can be made to DMA
CA-CCNC at 919-647-8170 or by contacting the regional Managed Care Consultant.

CA 11/06
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AGREEMENT BETWEEN FRIMARY CARE PROVIDER AND HEALTH DEPARTMENT TO
PROVIDE HEALTH CHECK SERVICES TO CAROLINA ACCESS PATIENTS

In order to provide coordinated care to those children who are enrolled in Carolina ACCESS and obtain
primary care services from and Health Check services and
immunizations from County Health Department (CHD), the undersigned agree
to the following provisions.

Primary Care Provider agrees to:

1. Refer Carolina ACCESS patients to the CHD for Health Check appointments. If the patient is in
the office, the physician/office staff will assist the patient in making a Health Check appointment
with the CHD.

Maintain, n the office, a copy of the physical examination and immunization records as a part of
the patient’s permanent record.

Monitor the information provided by the CHD to assure that children in the Carolina ACCESS
program are receiving immunizations as scheduled and counsel patients appropriately 1f they are
noncompliant with well child visits or immunizations.

Review information provided by the CHD and follow up with patients when additional services
are needed.

Provide the Division of Medical Assistance Managed Care Section at least thirty (30) days
advance notice if the Primary Care Provider (PCF) and/or the CHD wishes to discontinue this
Agreement.

The Health Department agrees to:

1. Provide age appropriate Health Check examinations and immunizations within ninety (90) days of
the request for patients who are referred by the PCP or are self-referred.

Send Health Check physical examination and immunization records monthly to the Primary Care
Provider,

Motify the Primary Care Provider of significant findings on the Health Check examination within
twenty-four (24) hours. Allow the Primary Care Provider to direct further referrals for specialized
testing or treatment.

Provide the Division of Medical Assistance Managed Care Section thirty (30) days advance notice
if the Primary Care Provider and/or the CHD wishes to discontinue this Agreement,

-

Signature of Primary Care Provider or Authorized Official Date PCP Medicaid Provider #

Printed Name of Provider or Authorized Official Provider Group Name (if applicable)

Signature of Health Department Director/Designee Date

Printed Name of Health Department Director/Designee Health Dept. Provider Number

cc; DMA CCNC, Assistant Director

CA 11/06
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Sample of Carolina ACCESS Hospital Admitting Agreement/Formal
Arrangement

CAROLINA ACCESS HOSPITAL ADMITTING REQUIREMENT

The establishment of a continuous and comprehensive patient/provider relationship is an
essential component of Carolina ACCESS. Therefore, Carolina ACCESS (CA) primary care
providers (PCPs) are required to establish and maintain hospital admitting privileges or have a
formal arrangement with another physician or group for the management of inpatient hospital
admissions that addresses the needs all enrollees or potential enrollees. If the CA practice
does not admit patients and provide age-appropriate inpatient hospital care at a hospital that
participates with the North Carolina Medicaid program, then the Carolina ACCESS Hospital
Admitting Agreement form must be submitted to DMA Provider Services to address this
requirement for participation. To ensure a complete understanding between both parties and
continuity of coverage among providers, Carolina ACCESS has adopted the Carolina ACCESS
Hospital Admitting Agreement form, which serves as the written agreement between the two
parties. IF the Carolina ACCESS provider has entered into a formal arrangement for
inpatient services, this form must be completed by both parties, and the applicant must
submit the original form with the application for participation or when a change occurs
regarding the provider’'s management of inpatient hospital admissions.

Note: A formal arrangement is defined as a voluntary agreement between the Carolina
ACCESS primary care provider and the agreeable physician/group. The agreeable
party is committing in writing to admit and coordinate medical care for the Carolina
ACCESS enrollee throughout the inpatient stay.

The following Carolina ACCESS requirements regarding inpatient hospital care must be met:
1. Under the conditions stated above, the CA PCP must provide inpatient hospital care, or
have a signed Carolina ACCESS Hospital Admitting Agreement form on file at DMA.
2. All ages of the provider's CA enrollees or potential enrollees must be covered by the
inpatient hospital care or formal arrangement for inpatient hospital care or a
combination of the two.

. Ifthe Carolina ACCESS Hospital Admitting Agreement form is utilized, the
Agreement(s) must be between the CA PCP and one or more of the following:

e a physician

e a group practice

e a hospitalist group

« a physician call group
Note: The above providers must be enrolled as NC Medicaid providers, but it is not
necessary that they be enrolled as Carolina ACCESS providers. Admissions through
unassigned hospital-based call groups do not meet this requirement.

. Admitting privileges or the formal arrangement for inpatient hospital care must be
maintained at a hospital that is within a distance of thirty (30) miles or forty-five (45)
minutes drive time from the CA PCP'’s practice.

Note: If there is no hospital that meets the above geographical criteria, the hospital
geographically closest to the CA PCP's (Contractor's) practice will be accepted.

. Exception may be granted in cases where it is determined the benefits of a provider's
participation outweigh the provider's inability to comply with this requirement.

Note: For more information refer to the Agreement for Participation as a Primary Care
Provider in North Carolina’s Patient Access and Coordinated Care Program, Section IV,
6.4.
Questions regarding hospital admitting privileges may be directed to DMA Managed Care by
calling 919-647-8170.

09/2006
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NORTH CAROLINA DIVISION OF MEDICAL ASSISTANCE
Provider Services
2501 Mail Service Center  Raleigh, NC 27699-2501 (919) 855-4050
http://www.dhhs.state.nc.us/dma
Carolina ACCESS Hospital Admitting Agreement/Formal Arrangement

This form is to be completed only if the Carolina ACCESS (CA) Primary Care Provider (PCP)
does not provide inpatient hospital care that addresses the needs of the CA enrollees or
potential enrollees.

Carolina ACCESS Primary Care Provider or Applicant:
(First Party Section)
CA PCP Applicant Name: CA Provider Number:
Mailing Address:

Contact Person: Telephone Number:

To ensure a complete understanding between both parties and continuity of coverage among
providers, Carolina ACCESS has adopted the Carolina ACCESS Hospital Admitting
Agreement/Formal Arrangement form. This form serves as a formal written agreement
established between the two parties as follows:
¢ The Carolina ACCESS Primary Care Provider is privileged to refer Carolina ACCESS
patients to the second party for hospital admission. The second party is agreeing to
treat and administer to the medical needs of these patients while they are hospitalized.
The second party will arrange coverage for Carolina ACCESS enrollee admissions
during their vacations.
Either party may terminate this agreement at any time by giving written 30 days
advance notice to the other party or by mutual agreement.
The Carolina ACCESS Primary Care Provider will notify Carolina ACCESS in writing of
any changes to or terminations of this agreement.
The Carolina ACCESS Primary Care Provider will provide the second party with the
appropriate payment authorization number.

Physician and/or Group Agreeing to Cover Hospital Admissions For
Above Carolina ACCESS Primary Care Provider Applicant:
(Second Party Section)
Physician/Group Name:
Medicaid Provider Number:
Mailing Address:

Specialty: Ages Admitted:
Hospital Affiliation(s) and Location(s):

Contact Person: Telephone Number:
Authorized Signature: Date:

09/2006
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SAMPLE OF WIC EXCHANGE FOR INFORMATION FOR WOMEN

MNarth Carolina Depariment of Health and Human Services
Division of Public Health
‘Women's and Children's Health Section
Nutrition Services Branch « WIC Program

WIC PROGRAM EXCHANGE OF INFORMATION
- WOMEN -
WIC is an Equal Opportunity Program.

RETURN COMPLETED FORM TO:

| authorize the exchange of the information below
between the WIC Program and my Health Care Provider.

Client's Signature:

Date:

¥ Information Below To Be Completed By The Health Care Provider ¥

. Actual or Expected Date of Delivery:

. Enter date & results of most recent measurements:
Date Weight
Date Height
Date Hemoglobin OR Hematocrit

. Significant Obstetric History:

. Findings / Diagnosis / Recommendations:

5. Would you like to receive a summary of nutrition services provided by the WIC Program staff? QYes QONo

Completedby: Date: Phone:

Signature/Title

SUMMARY OF NUTRITION SERVICES (to be completed by the WIC Program Staff)

Date: Signature/Title: PhoneNo.:

DHHS 3482 (Revised 2/00)
DPHWCHS Nutrition Services Branch/WIC Procram (Review 3/03)
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WIC Program Exchange of Information
(DHHS 3492)

PURPOSE: To facilitate transmittal of information necessary for WIC certification between a
health care provider and the local WIC Program.

GENERAL
INSTRUCTIONS: The appropriate side of the form (infants/children or women) should be initiated by
the local WIC Program with the following information completed.

WIC Agency/Address/Phone: of local WIC Program where person receives
program services.

Patient name/DOB: of person being referred.
Client’s Signature/Date: authorizing the exchange of information.

The health care provider should complete the relevant medical information, sign and
date the form, and return it to the Local WIC Program.

If requested, the local WIC Program should provide a summary of nutrition services
to the referring individual.

DISTRIBUTION: Maintain a copy of the WIC Program Exchange of Information form in the Health
Record. Send a copy to the referring health care provider if requested.

DISPOSITION: This form may be destroyed in accordance with the Patient Clinical Records
Standard of the Records Disposition Schedule published by the Division of Archives
and History.

REORDER
INFORMATION:  Additional copies of this form may be ordered on the Nutrition Services Branch
Requisition Form, DHHS 2507, from:

MNutrition Services Branch
1914 Mail Services Section
Raleigh, NC 27699-1914
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SAMPLE OF WIC EXCHANGE FOR INFORMATION FOR INFANTS
AND CHILDREN (WITH INSTRUCTIONS)

North Carolina Department of Health and Human Services
Division of Public Health
Women's and Children's Health Section
Nutrition Services Branch « WIC Program

WIC PROGRAM EXCHANGE OF INFORMATION
— INFANTS & CHILDREN -

WIC is an Equal Opportunity Program.

RETURN COMPLETED FORM TO:

| authorize the exchange of the information below
between the WIC Program and my Health Care Provider.

Client's Signature:

Date:

¥ Information Below To Be Completed By The Health Care Provider ¥

Infant / Child is insured through ( v one): QHealth Choice Q1 Medicaid Q2 Other 2 Nolnsurance
2. If child is =24 months of age: Birthweight: Birth Length: Weeks Gestation:
. Enter date & results of most recent measurements / tests:
Date Weight
Date Recumbent Length: or Standing Height:
Date Hemoglobin: or Hematocrit:
Date Blood Lead: or O Results not yet available
4. Immunization Status { v one); Q2 Up-to-Date O Not Up-to-Date
Complete only ifinfantis 12 months or younger and drinking a formula other than Enfamil w/iron, Lactofree, or FroSobee
a. Name of Prescribed Formula:
b. Reason infant cannot consume Enfamil w/ Iron, Lactofree, or ProScbee:
1 Formula Intolerance = 2 chronic diarrhea 0 persistent dermatological condition
A persistentvomiting 0 persistent respiratory condition
O Medical Diagnosis / Condition (specify )
c. Duration of prescribed formula use (v ong). QO 1month QO 2months 233 months 1 Other
d. At the end of the prescribed duration ( v one)
1 | must reassess the infant before there are any formula changes.
QWIC Staff may rechallenge the infantwith = QO Enfamilw/lron Q3 Lactofree QO ProSobee
. Special Instructions for Formula (i.e., dilution) / Findings / Other Recommendations:

. Complete only if child is older than 12 months of age and drinking any formula.
a. Name of Prescribed Formula:
b. Medical Diagnosis / Condition (specify):
c. Duration of prescribed formula use ( ¥ one): Q6 months Q2 Other (specify)
d. Special Instructions for Formula (i.e., dilution) / Findings / Other Recommendations:

7. Would you like to receive a summary of nutrition services provided by the WIC Program staff? QYes QO No

Completed by: Date: Phone:
Signafure/Title

DHHS 2482 (R
MEHANFHE N, Bransh AT Braaram
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WIC Program Exchange of Information
(DHHS 3492)

PURPOSE: To facilitate transmittal of information necessary for WIC certification between a
health care provider and the local WIC Program.

GENERAL
INSTRUCTIONS: The appropriate side of the form (infants/children or women) should be initiated by
the local WIC Program with the following information completed.

WIC Agency/Address/Phone: of local WIC Program where person receives
program services.

Patient name/DOB: of person being referred.
Client’s Signature/Date: authorizing the exchange of information.

The health care provider should complete the relevantmedical information, signand
date the form, and return it to the Local WIC Program.

If requested, the local WIC Program should provide a summary of nutrition services
to the referring individual.

DISTRIBUTION: Maintain a copy of the WIC Program Exchange of Information form in the Health
Record. Send a copy to the referring health care provider if requested.

DISPOSITION: This form may be destroyed in accordance with the Patient Clinical Records
Standard of the Records Disposition Schedule published by the Division of Archives
and History.

REORDER
INFORMATION: Additional copies of this form may be ordered on the Nutrition Services Branch
Requisition Form, DHHS 2507, from:

MNutrition Services Branch
1914 Mail Services Section
Raleigh, NC 27699-1914
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SAMPLE OF MEDICAL RECORD RELEASE FOR WIC REFERRAL

MEDICAL RECORD RELEASE

I, the undersigned. give permission for my provider, acting on my behalf, to refer my name for
WIC services and to release necessary medical record information to the WIC agency.

Signature

(signature of patient being referred or. in case of children and infants, the signature and printed
name of the parent/guardian)

Date
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SAMPLE OF CAROLINA ACCESS OVERRIDE REQUEST

Carolina ACCESS Override Request Form

Complete this form to request a Carolina ACCESS override when you have received a denial for EOB 270
or 286 or the Primary Care Provider (PCP) has refused to authorize treatment for past date(s) of service.
The request must be submitted within six months of the date of service. Overrides will not be considered
unless the PCP has been contacted and refused to authorized treatment. Attach any supporting
documentation. Mail or fax completed form to EDS. EDS will telephone or fax your office within 30
days with a denial or, if approved. the override number to use for filing the claim. This form is also
available in the Carolina ACCESS Primary Care Provider Manual and on DMA’s website at
http://'www.dhhs.state.nc.us/dma.

Mail to: CA Overnide Fax: CA Ovemide
EDS Provider Services 919-816-4420
PO Box 300009

Raleigh, NC 27622

Recipient MID No. Recipient Name

Date of Birth Date(s) of Service

Is this claim due to?
An Inpatient admission
An Inpatient admission via the ER

Current condition

PCP on recipient’s Medicaid card

Name of person contacted at PCP’s office Date contacted
Reason PCP stated he/she would not authorize treatment

Reason recipient did not go to the PCP listed on his/her Medicaid card

I am requesting an override due to:

Enrollee linked incorrectly to PCP, Please explain:

Who is the correct PCP?

This child has been placed in foster care in another area :

This enrollee has moved to another county:

The provider listed on the enrollee’s Medicaid card is different from PCP indicated by the
AVR system (attach a copy of the Medicaid card with this form).

Unable to contact PCP. Please Explain:

o Other. Please explain:

Provider Name Provider Number

Provider Contact Telephone No. Fax No.

Revised 5/12006
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Sample of Carolina Access Medical Exemption Request (DMA-9002)

Carolina ACCESS Medical Exemption Request

Carolina ACCESS PCCM model was established 1n 1991based on the premise that patient care is best
served by a medical home where a Primary Care Provider (PCP) may coordinate care. The purpose of
this form is for the provider to list the reasons why a recipient would not benefit from this system of care.

Attention Recipient: Please fill out this section of the form consisting of recipient’s name, MID# DOB
and county of residence

(Recipient Name) (MID=) (DOB) (County of Residence)

Attention Physician: The following section is to be completed only by a physician providing direct medical care
to the recipient. Please check all blocks that apply regarding the recipient’s medical condition and mail to the
address below. All mcomplete forms will be returned to the physician.

D Terminal illness (the recipient has a six (6) month or less life expectancy and/or 1s currently a
hospice patient.)

D Major Organ Transplant: Specify organ

I:I Currently undergoing Chemotherapy or Radiation treatments. (Note: Exemptions for this
purpose are temporary until the completion of the therapy. If the therapy will last longer than 6
months, exemption must be requested after the 6 month time period during reapplication for
Medicaid coverage.)

Diagnosis/Other information: Specify reasons why this recipient would not benefit from having a
medical home with a local PCP who would coordinate their care. Supporting medical record
documentation must be submitted with this request.

Pursuant to federal regulations regarding utilization of Medicaid services, the Division of Medieal
Assistance 1s authorized by Section 1902 (a) (27) of the Social Security Act and Federal Regulation
42 CFR 431.107 to access information from the recipient’s medical records for the purposes directly
related to the admimistration of the Medicaid Program. Therefore, no special recipient permission is
necessary for the release of medical records. In addition, when applying for Medicaid benefits, each
recipient signs a release, which authorizes access to his/her Medicaid records by the appropriate
authorities.

(Physician Signature) (Medicaid Provider No.) (Date)

(Print Physician Name) (Telephone Number) (Fax Number)

Sign and mail completed forms to: DMA/ Managed Care

2501 Mail Service Center

Raleigh, NC 27699-2501
*If you have any questions or would like to apply to become a Carolina ACCESS provider,
please contact DMA/Managed Care at (919) 647-8170.

DMA-2002 (1/05)
Carolina ACCESS
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SAMPLE OF CERTIFICATION OF SIGNATURE ON FILE

NORTH CAROLINA DIVISION OF MEDICAL ASSISTANCE
PROVIDER CERTIFICATION
FOR
SIGNATURE ON FILE

By signature below. I understand and agree that non-electronic Medicaid claims may be
submitted without signature and this certification is binding upon me for my actions as a
Medicaid provider, my employees, or agents who provide services to Medicaid recipients
under my direction or who file claims under my provider name and identification
number.

I certify that all claims made for Medicaid payment shall be true, accurate, and complete
and that services billed to the Medicaid Program shall be personally furnished by me, my
employees, or persons with whom I have contracted to render services, under my
personal direction.

I understand that payment of claims will be from federal. state and local tax funds and
any false claims, statements, or documents or concealment of a material fact may be
prosecuted under applicable Federal and State laws and I may be fined or imprisoned as
provided by law.

I have read and agree to abide by all provisions within the NC Medicaid provider
participation agreement and/or on the back of the claim form.

Group or attending provider number to which this certification applies:

(Leave blank if submitting with new enrollment packet. A provider number will be
assigned once enrollment is complete. This certification is only applicable to the
provider number listed above. When the attending number is required on a claim form.
each attending provider is required to fill out a separate certification in addition to the
group certification.)

Provider Name (must exactly match name on application)

Signature of Provider Listed Above or Authorized Agent Date
(Authorized Agent only applicable for group provider numbers)

Mail completed form to: DMA-Provider Services
(Must be original, faxes not accepted) 2501 Mail Service Center
Raleigh, NC 27699-2501
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SAMPLE OF MEDICARE CROSSOVER REFERENCE REQUEST

Medicare Crossover Reference Request

Provider Name:

Contact Person (required):

Telephone (required):

Select the appropriate Medicare Carrvier/Intermediary/DMERC from the following listing, the Action ro
be raken, and your Medicare and Medicaid provider numbers. If this section is not completed, the form
will not be processed. These are the only carriers for which EDS can currently cross-reference provider

numbers.

Medicare Part A Intermediaries

O Riverbend GBA Medicare Part A (Tennessee)
http://'www_riverbendeba.com

O Palmetto GBA Medicare Part A Effective
November 1, 2001, Palmetto GBA assumed the
role of North Carolina Part A mtermediary from
Blue Cross/Blue Shield of NC. (North Carolina)
http://www_palmettogba.com
Trailblazer Medicare Part A (Colorado, New
Mexico and Texas)
http://www.the-medicare.com

O United Government Services Medicare Part A
(Wisconsin) http:/'www ugsmedicare com

Palmetto Medicare Part A (South Carolina)
http://'www . palmettogba.com*

AdminaStar Medicare Part A (Illinois,
Indiana, Ohio, and Kentucky)

http://www adminastar com*

Carefirst of Maryland Medicare Part A
(\d'n&l'mdﬁ

dmedxcrne mdmedwm emainl . hrm*

Weritus Medicare Part A (Pennsylvania)
http://www . veritusmedicare. com®

First Coast Service Options Medicare Part A,
subsidiary of BCBS of Florida (Florida)
http:'www floridamedicare. com *

Medicare Part B Carrier

O CIGNA Medicare Part B (Tennesses. North
Carolina, and Idaho)
hitp//www.cignamedicare. com

O  AdmmaStar Medicare Part B (Indiana and
Kentucky) http:/www.adminastar.com*

O Palmetto Medicare Part B (South Carolina)
http://www.palmettogba.com*

Medicare Regional DMERC

O Palmetto Region C DMERC (Alabama.
Arkansas, Colorado, Florida, Georgia,
Kentucky, Louisiana, Mississippi, New
Mexico, North Carolina, Oklahoma, Puerto
Rico, South Carolina, Tennessee, Texas and
the Virgin Islands);
http://www_palmettogba.com

*Trading Partners currently in testing phase.

Action to be taken:

O Addition - This is used to add a new provider number (Medicare or Medicaid) to the crossover file.

Medicare Provider number:

Medicaid Provider number:

Change - This is used to change an existing provider number (Medicare or Medicaid) on the

crossover file.

Medicare Provider number:

Medicaid Provider number:

Mail completed form to:
P.O. Box 300009
Raleigh. NC 27622
FAX: 1-919-851-4014
1-800-688-6696

PVS002 Revised 07/04
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SAMPLE OF HEALTH INSURANCE INFORMATION REFERRAL
(DMA-2057)

Division of Medical Assistance
Health Insurance Information Referral Form

Recipient Name:

Recipient ID No: Date of Birth:

Health Ins. Co. Name (1) Policy/Cert No.
(2) Policy/Cert No.

Reason For Referral

Recipient never covered by or added to above policy(s) (EOB attached)
Recipient’s insurance coverage terminated (EOB attached)

New policy not indicated on Medicaid ID card (EOB or copy of insurance card
attached) Indicate type coverage:

(Do not mclude Medicare)
Major Medical Hosp/Surgical Basic Hospital
Dental _ Cancer _Accident
Indemnity Nursing Home

Attach original claim, a copy of the EOB or a copy of the insurance card and submit to: DMA - TPR,
2508 Mail Service Center, Raleigh. North Carolina 27699-2508. The Thud Party Recovery (TPR)
Section will update the system and forward claims to EDS within 10 working days after receipt.

Provider Name: Provider Number:

Submitted By: Date Submitted:

Telephone Number:

DMA 2057
Revised January 2003
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SAMPLE OF THIRD PARTY RECOVERY (TPR) ACCIDENT
INFORMATION REPORT (DMA-2041)

THIRD PARTY RECOVERY
INSURANCE INFORMATION

CHECK ONE to szelect action.

O TA-2dd policy (Must include at least cone individual.), add individual to
a policy, update policy, delete policy.

O TU-Update indiwvidual coverage.

WEER CTY DIST DELETE POLICY

U

POLICY NUMEER INS CCMP CD | INS TYPE CD

POLICY HOLDEES MNRME GRP POLICY GROUP POLICY NAME

GROUP ADDRESS

INDIVIDUAL ID POL HOLDEE MNON-
(NAME FOR VERIFICATION ONLY) CUSTODIAL PARENT?

0 v [ u

INDIVIDUAL ID POL HOLDEE MNON-
(NAME FOR VERIFICATION ONLY) CUSTODIAL PARENT?

0 v [ u

INDIVIDUAL ID POL HOLDEE MNON-
(NAME FOR VERIFICATION ONLY) CUSTODIAL PARENT?

0 v [ u

INDIVIDUAL ID POL HOLDEE MNON-
(NAME FOR VERIFICATION ONLY) CUSTODIAL PARENT?

Oy O w

INDIVIDUAL ID POL HOLDEE MNON-
(NAME FOR VERIFICATION ONLY) CUSTODIAL PARENT?

0 v [ u

INDIVIDUAL ID POL HOLDEE MNON-
(NAME FOR VERIFICATION ONLY) CUSTODIAL PARENT?

0 v [ u

INDIVIDUAL ID POL HOLDEE MNON-
(NAME FOR VERIFICATION ONLY) CUSTODIAL PARENT?

0 v [ u

For filing purposes:
CASEHEAD NAME EIS CASE ID CO CASE WOREKER DISTRICT

DMA-2041 (04/03)
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SAMPLE OF HEALTH INSURANCE PREMIUM PAYMENT (HIPP) APPLICATION
(DMA-2069)

HEALTH INSURANCE PREMIUM PAYMENT (HIPP)
Application Form

['Name of Applicant / Recipient Medicaid |.D. Number

Applicant/Recipient Address Social Security Number

[ City, State, Zip Area Code/Phone Number

Name and Address of Insurance Carrier Pelicyholder's Name

Policy Number

Policyholder's Social Security Number

Premium Amount /Month

Source of Insurance (check one) |:|Employee Group Plan |:| Self Employed

[ Jcosra

How are premiums paid? (Check appropriate box) Type of policy (Check appropriate box)

1[ ] Paid by insured to insurance carrier 14 Single Coverage
2|_|Paid by insured to employer 2[]Family Coverage
3[]Payroll deduction

Name of Employer:

Address of Employer:

Employer Telephone Number:

This person has been diagnosed as having

This person has been tested positive for (HIV). |:I Yes |:l No

If yes, please attach a copy of the most recent laboratory test.

This form must be accompanied by an itemization from the private insurance carrier for all claims submitted for
the previous three months.

Submit completed form to:
HIPP Coordinator
Third Party Recovery Section
2508 Mail Service Center
Raleigh, NC 27699-2508
(919) 647-8100 or 1-800-662-7030

DMA-2069 (5/2007)
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SAMPLE OF MEDICAID CREDIT BALANCE REPORT

PROVIDER MAME:

MEDICAID CREDIT BALANCE REPORT
CONTACT PERSON:

PROVIDER MUMBER:

TELEPHONE NUMBER: {

&30

QUARTER ENDING: (Circle cne) 3731

2]
MEDICAID
NUMBER

(1
RECIPIENTS
NAME

[Aaty

n

FROM DATE
OF SERVICE

123 EAR:
4

TO DATE

OF SERVICE

AMOUNT OF
CREDT
BALANCE

(5
DATE
MEDICAID PAD

(B)
REASON FOR
CREDIT
BALAMCE

3]}
MECICAID
CN

Chrcle one: Rizfund Adpestrment

Revised §/03

Return form to: Third Party Recovery
DMA
2508 Mail Service Center

[Zee back of form for instructions) Raleigh, HC 2765%-2508
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Instructions for Completing Medicaid Credit Balance Report

Complete the “Medicaid Credt Balance Repor” as follows:
= Full nams of facility as it app=ars on the Medicaid Reconds

The facilty's Medicaid provider number. [f the facility has more than one provider numiser, use a separate shest for each number. DO
NOT MIX

Circie the date of quarter end
Enter yzar

The nams and telzphone number of the persen completing the reper. This is needed in the event DMA has any questions regarding
some item n the report

Complete the data fields for each Medicaid credit balance by providing the following infomation:

Column 1 - The last name and first name of the Medicad recipent (e.g., Doe, Jans)

Column 2 - The indwidual Med'cad identfication (WMD) number

Column 3 - The menth, day, and year of beginning service (e.g, 12005/03)

Column 4 - The manth, day, and year of ending sendcs (2.g., 12110/03)

Column § - The R/A date of Medicaid payment (not your posting dats)

Column @ - The Medizaid ICN (ciaim) number

Column 7 - The amount of the credit balance (not the amaount your facilty B ed or the amount Madicaid paid)

Column 8 - The reason for the credi balance by entering: "817if it is 3 result of a Medicare payment; "827 if i s the resut of a health insurance
nent; "84 if it is the result of 3 casualty insurance/atiomey payment or 007 if it is for ancther resson. Please explain "007 credit

ances on the back of the form.

&fer this report is completed, total column T and mail 1o Third Party Recovery, DMA, 2308 Mail Service Center, Raleigh, NC 27693-2308.
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SAMPLE MEDICAID ADJUSTMENT REQUEST

MEDICAID CLAIM ADJUSTMENT REQUEST
(This form is not to be used for claim inquiries or time limit overrides.)

PLEASE COMPLETE THIS FORM IN BLUE OR BLACK INK ONLY
MAIL TO:

EDsS ADJUSTMENT UNIT A CORRECTED CLAIM EDS USE ONLY

POBOX (PAYER SPECIFIC)  AND THE APPROPRIATE
RALEIGH. NC 27622 RA MUST BE ATTACHED

One Step:

Provider #: Provider Name:
Recipient
Name: MID#:

SUBMIT A COPY OF THE
RA WITH REQUEST Claim #:

Date From: Billed Amount:  Paid Amount:
Of
Service:  To: 5 b}

Please check (v/) reason for submitting the adjustment request:

I:I Over Payment l:l Under Payment I:I Full Recoupment l:l Other

Please check (v) changes or corrections to be made:

I:l Unuts I:l Procedure/Dhagnosis Code I:I Billed Amount

I:' Dates of Service I:' Patient Liability l:' Further Medical Review

Do not write in this block

EDS USE ONLY

Third Party Liability Medicare Adjustments Other
(Attach all related Medicare Vouchers)

Please Specify Reason for Adjustment Request:

Signature Of Sender:

/ /
EDS INTERNAL USE ONLY

Clerk ID#: Sent to: Date sent:

Reason for review:

Reviewed by: Date reviewed:

Outcome of review:

Date received back in the Adjustment Department:

Revised 07/07/03
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SAMPLE OF PHARMACY ADJUSTMENT REQUEST

PHARMACY ADJUSTMENT REQUEST

MAIL TO :

EDS CORPORATION
POST OFFICE BOX 300009 RECIPIENT MEDICAID NUMBER
RATEIGH. NORTH CAROLINA 27622 | | | | | | |
ATTN: ADJUSTMENT UNIT

PHAFMACY NAME AND PROVIDER NUMBER RECIPIENT NAME
FIRST MIDDLE

PLEASE PRINT OR TYPE (BLACK OR DARK BLUE ONLY) LIST INFORMATION AS GIVEN ONRA

N QUANTITY BILLED
D AMOUNT
C

0 Fx NUMBER DEUGNAME-STRENGTH-DOSAGEMEG

DATEFILLED CLAIMNUMBER DENIAL EOB INSPAID

L L[]

ADJUSTMENT REASON (BRIEFLY DESCRIBE REASON FOR ADJUSTMENT) PAID AMOUNT

Fx NUMEEF. DRUGHAME-STRENGTH-DOSAGE-MFG QUANTITY BILLED

N
D AMOUNT
C

DATEFILLED CLATMNUMBER DENIAL EOB INSPAID
L L]

ADJUSTMENT REASON (BRIEFLY DESCRIBE REASON FOR ADJUSTMENT)

Fx NUMBER DRUGNAME-STRENGTH-DOSAGE-MFG QUANTITY BILLED

N
D AMOUNT
C

DATEFILLED CLATMNUMBER DENIAL EOB INSPAID
L] ]

ADJUSTMENT REASON (BERIEFLY DESCRIBE REASON FOR ADJUSTMENT)

Fx NUMBER DRUGNAME-STRENGTH-DOSAGE-MFG QUANTITY BILLED

N
D AMOUNT
C

DATEFILLED CLATMNUMBER DENIAL EOB INSPAID
L L] ]

ADJUSTMENT REASON (BRIEFLY DESCRIBE REASON FOR ADJUSTMENT) PAID AMOUNT

ing information s true, acc
rom Federal 2nd State
ot do or corcealmart, of 2 material fact, may
urder applicable Federal or State laws." CLAIMANT SIGNATURE DATE
IMPORTANT: THIS FORM WILL BE RETURNED IF THE REQUIRED INFORMATION AND DOCTUMENTATION FOR PROCESSING IS NOT PRESENT.
FORM NO. 372-200 (REVISED 5-2000)
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SAMPLE OF MEDICAID RESOLUTION INQUIRY

MEDICAID RESOLUTION INQUIRY
MAIL TO:

EDS PROVIDER SERVICES

P O BOX 300009

RALEIGH, NC 27622

Please Check: [ Medicare Override OTime Limit Override OThird Party Override

NOTE: PLEASE USE THIS FORM FOR OVERRIDES AND INQUIRIES ONLY.
CLAIM, RAs. AND ALL RELATED INFORMATION MUST BE ATTACHED.
ADJUSTMENTS WILL NOT BE PROCESSED FROM THIS FORM.

Provider Number:

Provider Name and Address:

Patient’s Name: Recipient ID:

Date of Service: From:  / Soto S /Claim Number:

Billed Amount: Paid Amount: BA Date:

Please Specify Reason for Inquiry Request:

Signature of Sender: Phone #:

TO BE USED BY EDS ONLY

Revised 7/1/03
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SAMPLE OF ELECTRONIC FUNDS TRANSFER (EFT)
AUTHORIZATION AGREEMENT

October 2007

Attention: Me
Electronic Funds Transfer (EFT)
Authorization Agreement for Automatic Deposits

Request type (must be checked) O Initial Request (Start) O Change Request (Stop & Start) O Cancel Request (Stop)

Electronic Data S {lectronic Funds Transfer (EFT) as an altemative to paper
check issuance rvice les providers to hu\ ¢ Medicaid payments deposited at a
desi i bank while g to receive | and Status Reports (RA) at your
mailing address of record. T his p process will guarantee payment in a timely manner and

prevent your check from being lost through the mail.

To ensure timely and accurate enrollment in the EFT program, please fill out the form on
this page, attach a voided check or a bank letter, and retum it by mail or fax to
EDS, 4905 Waters Edge, Raleigh, NC, 27606 OR 919-816-3186 ATTN - Finance

OR email to EFT@ncxix.heg.eds.com

EDS will run a trial test between our bank and vours, This test will be done on the first
checkwrite you are paid after we process this form, Initial requests normally take 2
checkwrites to finalize; changes require 1 additional checkwrite due to a cancellation
period. Using EFT, vour payments will go directly to your bank account. Your RA will
continue to come through the mail. On the last page of your RA, in the top left corner, it
will state “EFT number”, rather than “Check number”, when the process has begun. EFT
Payments are usually eff e one business day after each checkwrite date. Contact
Provider Services at 1- 800-688-669 with any questions regarding EFT.

Thank you for your cooperation in making this a smooth transition to EFT, and for helping
us to make the Medicaid payment process more efficient for the Medicaid provider
ClJITJITJIII'Ill}'.

Vour Name
123 Any Street
Anytown, USA 12345

Bank of Asytown
Angytown, USA

For VOID SIGNATURE

12345679 [TRRTY]

*EACH PROVIDER NUMBER REQUIRES A SEPARATE REQUEST

IPS.

PROVIDER NAME

D/ BILLING PROVIDER NUMBER

TO S‘TOI’ USING AN ACCOUNT - COMPLETE THIS SECTION
BANK NAME

BRANCH ADDRESS

CITY

BANK TRANSIT/ABA NO.
ACCOUNT NO.

CHECKING OR SAVINGS

TO START USING AN ACCOUNT -

ZIP CODE

COMPLETE THIS SECTION

BANK NAME

BRANCH ADDRESS
CITY

BANK TRANSIT/ABA NO.
ACCOUNT NO.
CHECKING OR SAVINGS

ZIP CODE

Under penalties of perjury. we hereby certify the checking or savings account(s)
indicated above is/are under our direct control and access. The we authorize
Electronic Data Systems to initiate, change or cancel credit en to those
checking or savings account(s) and the bank name(s Jas indicated above.

NAME:
ied Authorized Signigare

Contact Name Phone Number

4 AVOIDED CHECK MUST BE .\TI ACHED FOR EACH BANK ACCOUNT
IN ORDER FOR US TO PROC 3 I T. DO NO BMIT DEPOSIT

IF YOU DO NOT HAVE OBTAIN A LETTER FROM YOUR
BANK VERIFYING ACCOUNT & ROUTING NUMBER.

Revised 22006
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Appendix H: New Claim Form Instructions

The CMS 1500 (12/90), the UB-92, and the American Dental Association (ADA) 2002 paper
forms have been revised and will be replaced with the new CMS 1500 (08/05), the UB-04, and
ADA 2006 claim forms, respectively. Please review the New Claim Form Instructions Special
Bulletin, which is available online at DMA’s Web site
(http://www.ncdhhs.gov/dma/bulletin.htm).

Samples of the new forms follow this page.
Contact EDS with any billing questions (800-688-6696 or 919-851-8888).
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CMS 1500 (08/05) Claim Sample

1500 ]
HEALTH INSURANCE CLAIM FORM
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CMS-1500 (08/05) Claim Form Information

Medicaid has bggun accepting the new claim form. More information and the instruction
manual are available online through the National Uniform Claim Committee (NUCC;
WWW.Nucc.org).
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UB-04 Claim Sample

2a PAT.
CHTL #
b MED.
REC. #

- STATEMENT COVERS PERIOD
5 FED.TAX NC. FROM THROUGH

£ PATIENT MNAME 9 PATIENT ADDRESS

b

) ) ADMISSICH - CONDITICN GODES
10 BIRTHDATE 12HR 1 TYPE 15sAc | '8 OHR 22 = o

21 OCCURRENCE [+] 2 FAI 24 OCCURRENCE SPAN 36 OCCURRENCE SPAN
CODE DaTE COD! ROM THROUGH FROM

25

2 VALLUE CODES VALUE CODES 41 VBLUE CODES
CODE AMOUNT DE. AMOUNT CODE AMOUNT

42 REV.CD. | 43DESCRIPTION 44 HCPCS/ RATE / HIFPS CODE 4z SERV. DATE 48 SERY. UNITS 47 TOTAL CHARGES 45 NON-COVERED CHARGES

PAGE OF CREATION DATE ogr

50 FAYER NAME 51 HEALTH FLAN ID el [fiee3] 54 PRICR PAYMENTS 55 EST. AMOUNT DUE

57
OTHER
PRV ID

58 INSURED'S NAME 3| &) INSURED'S UNIQUE ID &1 GROUP NAME B2 INSURANCE GROUP NO.

62 TREATMENT AUTHORIZATION CODES &4 DOCUMENT CONTROL NUMBER 5 EMPLOYER MAME

76 ATTENDING P‘JPI

LAST

OTHER PROGEDURE a OTHER PROCEDURE 3 OTHER PROGEDURE. T
DATE CODE DATE CODE DATE 77 OFERATNG hm

a0 REMARKS

UB-04 CMS-1450 APPROVED OMB NO. (829-0257 THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BLL AND ARE MADE A PART HERECF.

NUBC &y
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ADA 2006 Claim Sample

ADA Dental Claim Form

vt

HEADER INF

1. Type of Transaction (Mark all sppicable bovas)
[ stmement of Aciual Sarices [ recuest for Sretstomminaiion Praharization
] epsorrmae xax

2 Pracamwmination / Praaushortzaton Nambar POLICYHOL INFORMATIGN (For Insurarce Campany Name i1 #3)

12. Poloyholdss/Subscriber Neme (Lst. First. Middle Inkial, Suffi), Addrese, City, Stats, Zlp Cada

INSURANCE COMPANY/DENTAL BENEFIT PLAK INFORMATION
3. Company/Pian Name, Address. Clty, State. Za Code

13, Date of Birdh (MWDDCGYY) 14 Gonger 15. Poficyholder/Subscriber 1D (SSN or IDF]
e O

OTHER COVERAGE 6. Plan/Group Mumber 7. Empioyar Name

4 Ohe: Domnl o Medical Coverage? | JNo (Skip 5-11) [ Jves (Compiera 5-11)

5. Nama of PolicyholdesSubscribar in 44 (Last, First, Middis Initial, Suffi) PATIENT INFORMATION
18 Relricnship to PolioyhoidenSubsriber in 212 Aove 19. Studom Stana

&. Dato ol Birth (MM/DDICCYY) | 7 Gender &, PoloyholdenSubsoriber 10 (SSH or 104 [Jses [ |spousa [] copencontcnig [_] otver s [ers
[ [OF 20, Name (Last, First Middle inftil. Sulioy, Addiess. Gy, State. Zip Code

8. Plan /Qroup Numbar 10. Patient’ & Radationahip 0 Porson Namad in #5

[Jser  [Jspouse  [Joopondert []oter

1. Cther Insurance Company/Dental Beswlit Plan Name, Address, City. State, Zp Code

21. Date of Birth (MWD B/CCYY) 2. Gender Iﬁ‘Psﬁiﬂl ID/Account # (Assigned by Denist)

[ O

REGORD OF SERVICES PROVIDED

24, Procedure Daie Loy 27. Tooth 3 3 y .
i of Oralf Tauﬂ! & 30. Descrigtion

@ @~ [;n]m @] ®

TEETH INFORMATION Parrpanent 32 Oiher
i 2 3 4 5 5 7 8]8 1 11 32 i3 14 15 16 Feeis)
22 31 30 29 28 27 26 95|24 25 22 21 20 15 18 17 o [ 32 Tlal Fue]

34, (Plzce an "} on sach missing tooth}

5. Remarks

AUTHORIZATIONS ANCILLARY CLAIM/TREATMENT INFORMATION

m;mm;:msmwwmwm:mmmu Ii-dhf'llilt 8 Placs of Tresimert

ey m,mmw,.m“mw.wﬁ,.m,:mm“ L romkers e [ ] o [Jcor [ ome
o cary out with s clarr, 40, 15 Trsaunent for Orificdomics? 41 Date Appiance Piaced (MM/DG/GCYY)

[CIne skigs14z  [Jves Comoiote 4142}

42 Months of Treatment {43, Replscemant of Prostheeis? | 44. Date Prior Placement (MUWLDOCCYY)

5 y —— - [Jro[Jves icomptam 443

darist o dharel ity 45 Tremiment Rasulting from

% 7] Cecupational iross finjury [ Acto aceicont [ onher sccidem

Subscriber SkgrEuE Date 48, Date of Acclent (MMODICCYT | 7. Ao Accident State

BILLING DENTIST OR DENTAL ENTITY {Lsave biank @ dentint o decal eethy s rof svomining | TREATING DENTIST AND TREATMENT LOCATION INFORMATION

claim on behall of e patisnt or insumsd/subscrbe) s 4 ihe procedures as ane in prograss ffor pr st require muipie
hwits] o i

Iss Number of Enclusums (00 ko 89)
R Qe Mextelx)

X
Pt/ Guarian sigratn

4B, Name, Addtess, City, Statn, Zip Gode

X
Signad {Treating Dentisi}

54, NP1 'ﬁbLmsaNurml
BBR Foviter
58. Address, Ciry, Siate, Zip Code [ (9

43 NPI 15‘: Licerma Membar 67. 55N o1 TIN

= Hnge - A D " Nomber : I B
To Reorter call 1-600947-4740

© 2006 American Dental Association
J400 [Sama &x ADA Dentai Glakn Fomn — 3401, J402, J40G, J404) 01 go onfine 8t www. sdacatsiog o
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